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Abstract 
A vast amount of caregiving literature focuses on the well-being of caregivers of 
older adults, and is primarily focused on the experiences of caregiving women who have 
traditionally assumed this role.  However, the number of male caregivers is growing 
related to the increase in the number of older adults requiring care, as well as changing 
sex roles in the family. It is important to examine the impact caregiving has on men to 
determine the similarities or differences from women in order to inform social work 
policy and practice. 
This dissertation begins to answer the question of whether or not there are 
differences between male and female caregivers through the completion of a secondary 
data analysis using the Caregiving in the U.S. Study, 2009, conducted by the National 
Alliance for Caregiving in collaboration with AARP, and funded by the MetLife 
Foundation.  Women are included in the analyses as a comparison group to the male 
caregivers to identify what similarities or differences exist in the caregiver’s well-being. 
Ordered logistic regression and logistic regression analyses were used to test if 
caregiver’s age and employment status predicted the well-being of caregivers. 
 Moderation analysis was employed to determine what factors moderated the relationship 
between the predictors and well-being. Seemingly unrelated regression and Chow tests 
were used to determine if the impact of caregiving on men was unique or the same as 
female caregivers.   
Some key findings included that low-income group caregivers reported greater 
odds of higher financial hardship and physical strain. Caregiving men reported decreased 
emotional stress, physical strain, and negative impact on social interaction with others 
since beginning caregiving compared to females. Caregiving men also sought help from 
unpaid help (e.g., family and friends) more than female caregivers.  
With several provisions under the Patient and Protection Affordable Care Act of 
2010 centered on addressing caregiver needs, it is an appropriate time to consider how to 
meet the needs of underserved caregivers. Based on the findings in this dissertation, 
social work policy and practice recommendations are suggested to address specifically 
low-income and male caregiver needs.
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Chapter One: Purpose and Specific Aims 
 
Introduction 
 
 Increases in the number of older adults with chronic health conditions will impact 
the health and long-term care systems, as well as those individuals needed to provide care 
to older adults.  The CDC National Center for Health Statistics (2012) indicates that in 
2008, adults age 65 and over had experienced the following health issues: 30% - heart 
disease, 11% - heart attack, 8% - stroke, 24% - cancer, 52% - arthritis, and 21% - 
diabetes. In addition to these morbidities, in 2013, 5.2 million individuals are estimated to 
have Alzheimer’s disease, of which 5 million are adults age 65 and over (Alzheimer’s 
Association, 2013). Chronic illnesses are anticipated to increase over time among older 
adults, related partly to extended life expectancies (AARP, 2009). Family and friends, 
who serve as caregivers, will become increasingly important in offsetting the anticipated 
shortages of paid long-term care workers (Stone & Harahan, 2010).  Feinberg, Reinhard, 
Houser, & Choula of the AARP Public Policy Institute (2011) estimated that “in 2009 
about 42.1 million family caregivers in the United States provided care to an adult with 
limitations in daily activities at any given point in time, and about 61.6 million provided 
care at some time during the year” (p. 1). This care was valued at approximately $450 
billion (Feinberg et al., 2011).  This figure is indicative of the financial value of 
caregiving, but also how caregivers offset financial strain on the long-term care system. 
However, this does not mean that the caregivers do not experience personal financial 
strain. 
Study Rationale and Significance 
While women have traditionally assumed the role as caregivers in families 
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(Kramer, 2005; Delgado & Tennstedt, 1997), projections indicate that the number of 
caregiving men is increasing. The 2009 wave of Caregiving in the U.S. study estimated 
that 33% of caregivers in the United States of adults age 50 and over were men (National 
Alliance for Caregiving [NAC] & AARP, 2009c). It is anticipated that the number of 
male caregivers will continue to grow over time, as a result of the increase in the number 
of older adults requiring care (Kramer, 2005), as well as changing sex roles in the family 
(Galinsky, Aumann, & Bond, 2011). It is important to examine the impact caregiving has 
on men to determine if there are differences or similarities to female caregivers. Such 
data can inform services and policies that can aid men in their caregiving role.  
In 1990, the ratio of potential1 caregivers to care recipients was 11:1, and “by 
2050, it is estimated there will be only four potential caregivers for every elderly person” 
(Robert Wood Johnson Foundation, 1996, p. 193).  Concomitant with the decreasing ratio 
of potential caregivers is the increase of women in the workforce (Kramer, 2005; Bureau 
of Labor Statistics, 2011).  Galinsky et al. (2011) found that between 1997 and 2008, the 
desire to assume jobs with more responsibility among women increased from 54% to 
65%, and women’s labor force participation has also increased from 42% to 57% 
between the 1950s and 2007 (Galinsky et al., 2011), and in 1999 peaked at 60% (Bureau 
of Labor Statistics, 2011).  With the decreasing ratio of potential caregivers and 
continued increase of women in the labor force, men may need to assume caregiving 
roles (Kramer, 2005).  Many of these men will remain employed while assuming the 
caregiving role, as more male caregivers maintain full-time employment while caregiving 
(82% men versus 70% of women) (Ginzler, 2010). Despite the projections indicating the 
                                                
1 Note. Robert Wood Johnson Foundation [RWJF] definition of “potential” caregivers was those 
age 50-64, and elderly persons were those age 85+ (RWJF, 1996). 
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need for men to provide care informally, a minute amount of the caregiver literature has 
examined the impact of caregiving on men.  
In addition to a lack of understanding the male caregiver experience, there is even 
less understanding regarding intragroup differences among the male caregiver population. 
Prior studies not only overlook the care that men deliver by concluding they provide 
statistically less care than women (Thompson, 2005), but such research also examines 
men as a homogenous group, disregarding within-group differences (e.g., race/ethnicity). 
While the issue of caregiving men has been studied qualitatively (Black, Schwartz, 
Caruso, & Hannum, 2008; Harris, 2005; Russell, 2001; Russell, 2004; Russell, 2007), 
such research does not inform quantitative explorations, and the findings cannot be 
generalized to the larger male caregiver population.  
 In light of the limitations of existing research, and the growing projections of the 
number of male caregivers, the present study utilizes data from a large survey to focus on 
caregiving men and within-group differences. Although the primary emphasis is on 
caregiving men, caregiving women are included as a comparison group, in order to 
identify potential differences in the impact of caregiving on the well-being between these 
two caregiving groups.  Impacts on well-being within each caregiver group are also 
explored to provide a more contemporary understanding of caregiving experiences based 
on recent data.  In this study, well-being is defined as the caregiver's self-reported 
physical strain, emotional stress, financial hardship, and whether or not the ability to 
interact socially with family and friends has been impacted negatively since assuming the 
caregiving role.   
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Why Study Male Caregivers? 
 Why is studying male caregivers important?  While the caregiving literature 
pertaining to men remains sparse, other avenues of understanding caregivers have 
illuminated the growing number of male caregivers, and the lack of understanding this 
group’s experience.  While not academic publications, organizations such as AARP and 
MetLife have highlighted the need to understand the male caregiver experience.  Much of 
the academic literature addressing sex differences in caregiver experience does not take 
changing sex roles and female labor force participation into consideration.  Therefore, it 
cannot be concluded based on previous literature that men continue to be less likely than 
women to express, for example, stress experienced in caregiving. Such assumptions result 
in a lack of services for men, or the continuance of services tailored primarily to female 
caregiver needs.  New research efforts that reach beyond preconceived notions regarding 
male caregivers are warranted.  
Importance of Studying Male Caregivers for Social Work Practice and Policy 
 There are implications for social work policy and practice when examining 
whether or not male caregivers have unique caregiving experiences particularly in regard 
to well-being. As social workers, one of our ethical principles is service to those in need. 
By providing services targeted primarily toward female caregivers and not 
acknowledging the needs of male caregivers, social work is not addressing caregiving 
issues in their entirety. An additional role of a social work researcher is to translate 
research findings.  Social work is “ideally positioned to significantly influence the 
national translational research agenda because of its prominent placement in the human 
services sector and due to strong interdisciplinary focus in much of its training and 
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research” (Occupational Outlook Handbook 2006, as cited in Brekke, Ell, Palinkas, 2007, 
p. 123).  This dissertation, although not a translational project, is a first step in informing 
translational research that can address gaps in caregiving services and policies by 
focusing on men’s issues.  
 Regarding policy, findings based from this dissertation can inform the Affordable 
Care Act, which includes aspects centered on home and community-based care to aid 
caregivers.  One provision that would have direct implications for caregivers includes the 
Community First Choice Option program.  This initiative enables states to cover long-
term service costs provided in the home. The Community First Choice Option program 
provides states with money to fund personal attendant services.  This program provides 
caregivers with additional options to aid them in keeping their loved ones in the home 
(Families USA, 2011).  However, what are the implications for caregiving men 
specifically? While these services are aimed toward caregivers as a whole, there could be 
certain provisions specifically for caregiving men, informed by the knowledge gained 
from this dissertation. Since gerontological social workers are aware of caregiver needs 
clinically, there is a role for them to play in informing such policies that will impact 
direct practice. 
Why Moderation Analysis? 
 This dissertation is an exploratory attempt to examine not only caregiving men 
and their well-being, but also the conditions by which caregiving men’s well-being is 
impacted.  Moderation analysis is a key aspect of this dissertation and warrants 
explanation for its use, as it relates directly to the study aims. Moderators, as defined by 
Baron and Kenny (1986), are "qualitative (e.g., sex, race, class) or quantitative (e.g., level 
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of reward) variable[s] that affect[] the direction and/or strength of the relation between an 
independent or predictor variable and dependent or criterion variable" (p. 1174), these are 
“innate characteristics, traits or background variables” (Wu and Zumbo, 2008, p. 389). 
Unlike mediators, moderators answer the question "for whom and when cause and effect 
occurs" (Wu & Zumbo, 2008, p. 383).   Male caregivers, often perceived as a 
homogenous group (Thompson, 2005), are examined in more detail through use of 
moderation analysis, by identifying “for whom and when” physical strain, financial stress, 
emotional stress, and impact on social interaction occurs. High-risk groups can be 
identified by examining specific individual traits (e.g., race, co-residence with care 
recipient) to determine the role those moderators have on the relationship between the 
independent and dependent variables of interest. 
Study Aims 
 This dissertation has three main study aims: 1. To determine if male caregivers’ 
well-being is uniquely impacted by caregiving compared to female counterparts; 2. To 
identify the conditions that moderate well-being for men; and 3. If unique differences 
exist between caregiving men and women, outline how these findings could be applied to 
social work policy and practice.
  7 
Chapter Two: Literature Review 
Literature Review 
 This literature review provides a rationale as to why the variables of interest are 
included in the proposed study model, and has informed the research questions and 
hypotheses. Based on an extensive literature review, these variables have not been 
examined in concert in studies using the National Alliance for Caregiving and AARP 
data, Caregiving in the U.S., 2009. 
Independent Variables 
Employment status.  
In 2006, MetLife examined employer costs for working caregivers, using the 
National Alliance for Caregiving and AARP data Caregiving in the U.S., 2004. MetLife 
(2006) estimated that 2.8 million men (40%) and 4.2 million women (60%) in the United 
States worked full-time while providing an intense level of care2 for an individual age 18 
or over.  In their sample of caregivers for individuals age 50 and over, NAC and AARP 
(2009c) found that 82% of men, and 70% of women, indicated having been employed at 
some point while caregiving, suggesting that the majority of caregiving men and women 
remain employed while caregiving. 
Being employed and caregiving simultaneously can be physically and emotionally 
challenging (Evercare & NAC, 2007; Robinson, Barbee, Martin, Singer, & Yegidis, 
2003; Edwards, Zarit, Stephens, & Townsend, 2002; Kramer & Kipnis, 1995).  Evercare 
& NAC (2007) had 41 caregivers maintain diaries detailing the financial costs associated 
with caregiving.   Many diarists also noted the physical and emotional challenges of 
                                                
2 Intense level of care is characterized by level 3-5 on a five-point Level of Burden Index, with 
level 1 being the lowestand level 5 being the highest (MetLife, 2006, p. 4). 
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managing work and caregiving demands. Ninety percent indicated they had good or 
excellent health in the survey data, but the caregiver diaries specified emotional and 
health issues that resulted from, or were exacerbated by, caregiving (e.g., hernias, 
diabetes, back problems, anxiety attacks, and depression). 
As caregiver responsibilities intensify, employed participants experience poorer 
emotional health (Lee, Walker, and Shoup, 2001). Like Duxbury, Higgins, & Smart 
(2011) in their study of sex differences in employed caregivers, Fredriksen (1996) found 
that women experienced greater negative outcomes, particularly higher levels of 
caregiving strain, work interference and role strain.  Kramer and Kipnis (1995) explain 
how this is related to the sex role socialization process in which men are less likely to 
express the burden or strain they experience because they are socialized not to express the 
stress they feel.  
Caregiver age and sandwich generation caregivers. 
Middle-aged caregivers of older adults often have the added challenge of caring 
for their children simultaneously. These individuals are part of the growing sandwich 
generation of employees who juggle the demands of being a parent, and providing care 
to an older adult (Spillman & Pezzin, 2000; Ward & Spitze, 1998). They are at the peak 
of their careers and face extensive demands in the workplace (Riley & Bowen, 2005, p. 
52).  
Hammer and Neal (2008) examined sandwich generation caregivers regarding 
characteristics and outcomes for dual-earner couples caring for both older adults and 
children. They also provided a comparison of husband and wife sandwich caregivers.  
Hammer and Neal found that these caregivers were generally in their 40s with wives 
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providing more hours of care weekly to parents and in-laws than men (9.8 vs. 7.5 hours).  
As is consistent with the traditional roles of men and women in the family, women 
reported being primarily responsible for child care. Wives had higher levels of and were 
at greater risk for depression compared to husbands.  However, wives and husbands did 
not significantly differ on reported work-to-family conflict, but more wives reported 
higher levels of absenteeism at work compared to husbands.  Despite the reported 
differences between men and women Hammer and Neals work shows how men are 
significantly involved in parent care while providing care to an older family member, 
even though this is traditionally the female role, especially in light of the finding that 
husbands work a greater number of hours per week than wives.  Furthermore, although 
women reported higher depression than men, men were still reporting clinically 
significant levels of depression. This suggests that men, like women, are experiencing 
challenges in caregiving and managing dual roles.  
 While the examination of middle-aged most commonly sandwich generation 
caregivers is important, there are also older individuals who assume the caregiving role 
and may have different experiences as caregivers.  A small part of the caregiving 
literature has examined older caregivers of elderly relatives, with few publications 
addressing male caregivers specifically.   
 For elderly male caregiving spouses, caregiving provided an opportunity for life 
review (Black et al., 2008).  The marital relationship, fulfillment of commitments to their 
wives, and expectations about themselves and life were included in this review.  
Caregiving was representative of their identity as persons, husbands, and workers. Such 
work was representative of completion of a new type of career but also included the 
  
10 
importance of maintaining their marriage. Although Black et al.s work focused only on 
elderly male caregivers and not older female caregivers, it is possible that the meaning of 
caregiving may also differ for older females as well. 
Control Variables 
Caregiver income level and educational attainment. 
Caregiver income level and educational attainment are included as control 
variables in the proposed study. Having monetary and educational resources to earn more 
income may offset the stress caregivers experience.  Controlling these variables allows 
for the isolation of other effects in the study model.  
 Caregiver income level is important to consider in light of the economic 
downturn.3 Evercare and NACs 2007 study assessing the cost of caregiving for older 
adults found that caregivers with incomes under $25,000 spent $5,000 on average on out-
of-pocket costs related to caregiving, accounting for over 20% of their annual incomes 
(Evercare & NAC, 2007).  Forty-nine percent of caregivers falling within this income 
level indicated that their finances had worsened since they began giving care a higher 
percentage compared to other income groups.   
 Although caregivers are likely impacted financially by the economic downturn 
regardless of their income level, those with the lowest incomes are hit harder, and it is 
possible that this financial strain may contribute to the stress caregivers experience. 
Messias, Eaton, & Grooms (2011), found a significant positive correlation between 
income inequality [based on the Gini coefficient] and depression prevalence across 
states (p. 711). Sareen, Afifi, McMillan, and Asmudson (2011) found that their 
                                                
3 The proposed study data was collected in 2009 during the economic downturn. 
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participants in the lowest income category were at increased odds of most of the mental 
disorders  [And] a reduction in household income was associated with any incident 
mood, anxiety, and substance use disorders (pp. 423-424). 
Individuals with lower educational attainment typically have lower incomes, and 
are more susceptible to job-related impacts of a poor economy (Evercare & NAC, 2009).  
Thus, these individuals may be less likely to make adaptations to their work schedules, as 
they are at greater risk of losing their jobs, or receiving a cut in pay or hours.  Therefore, 
it is not surprising that this group works more hours or seeks extra work to supplement 
their income (Evercare & NAC, 2009). Since lower education levels are negatively 
associated with mental health outcomes (Sareen et al., 2011), it is possible that caregivers 
with less education are at a higher risk of experiencing more stress and financial strain. 
Controlling for education and income will eliminate the obvious effects of these variables 
on the outcome measures in the proposed study. 
Dependent Variables 
 
Caregiver physical strain and emotional stress. 
In the proposed study, participants are asked, How much of a physical strain 
would you say that caring for your care recipient is for you? Physical strain is used as a 
proxy for self-rated health. While self-rated health is an indicator of perceived health over 
time, physical strain captures ones perceived physical health at the time of the interview. 
In addition, physical strain relates to caregiver stress, another outcome of interest in the 
proposed study. In their study of male and female caregivers, Son, Erno, Shea, Femia, 
Zarit, and Stephens (2007) reported that stress and health were related constructs, with 
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caregivers in their study reporting poorer health, possibly related to lower engagement in 
health promoting behaviors (Son et al., 2007).  Being a sandwich generation caregiver 
has been linked to poorer health decisions (e.g., what foods to eat, less exercise, and 
smoking more), negatively impacting caregiver health compared to non-caregivers 
(Chassin, Macy, Seo, Presson, & Sherman, 2010).  
Female employed caregivers are more likely to report excellent or very good 
health compared men who report fair/poor health (MetLife, 2011).  This is one 
explanation for men being more likely to provide financial help compared to basic care 
(MetLife, 2011). Yet regardless of sex, employed caregivers have been found to have 
poorer self-reported health, and health problems such as diabetes, high cholesterol, 
hypertension, and depression (MetLife, 2010). Edwards, Zarit, Stephens, and Townsend 
(2002) explain that employed caregivers have higher role strain and more depressive 
symptoms, which may impact their health.  
Although the present study does not include a measure of depression or burden, 
participants were asked whether they experienced emotional stress as a result of 
caregiving.  This is used as the proxy for burden and depression in the proposed study.  
Younger caregivers have reported greater burden and depression (Pinquart & Sorensen, 
2007), which may relate to their managing multiple roles (e.g., caregiver, parent, and 
worker).  The current study data indicates that 35% of female caregivers reported high 
emotional stress, and 25% of men reported high emotional stress. This shows how female 
caregivers tend to report higher emotional stress than men (NAC & AARP, 2009a), and 
female caregivers elsewhere have reported experiencing more emotional distress than 
men (Lee et al., 2001).  
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Financial hardship. 
 
Much of the caregiving research utilizes individual household income as a 
predictor of stress.  However, perceived income inadequacy is a stronger predictor of 
psychological distress  [because] perceived income adequacy may be a more 
psychologically meaningful measure of the financial strain individuals experience, rather 
than the dollar amount alone (Sun, Hilgeman, Durkin, Allen, & Burgio, 2009, p. 181).  
Regardless of ones actual income, the perception that he or she is not financially able to 
provide care can cause caregiver distress. This is particularly true in light of the financial 
costs of caregiving. 
Evercare and NAC reported in 2009 that 13% of their male and female caregiving 
sample had to increase their spending as a result of their caregiving duties. This 
additional spending resulted in saving less for their own retirement (63%), and having to 
use their personal savings (47%) in order to meet care recipient needs. Women caregivers 
have reported as providing more personal care than men, with men providing more 
financial help (MetLife, 2011). Based on their analysis of the 2008 panel of the Health 
and Retirement Study (HRS), MetLife (2011) estimated that 26% of employed male 
caregivers provide financial assistance, 4% greater than caregiving employed women.4 
Male caregivers also work more hours per week than women (31 hours/week vs. 26 
hours/week, respectively), and, surprisingly, receive a lower median hourly wage than 
women caregivers ($12.40 vs. $16.79, respectively) (MetLife, 2011). This suggests that 
men may experience more financial strain than women. 
                                                
4 Financial assistance indicates that at least $500 of support was provided to a parent within the 
past two years (MetLife, 2011, p. 10). 
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The impact of caregiving on ones social interactions. 
Caregiving men and women have reported cutting back on social interactions with 
others due to the demands of caregiving (Evercare & NAC, 2007).  However, little is 
known about the impact of caregiving on the social interactions of men specifically. Men 
usually have smaller social support networks than women (Kramer, 2005; Antonucci, 
Akiyama, & Lansford, 1998; Turner & Marino, 1994 as cited in Ajrouch, Blandon, & 
Antonucci, 2005). For example, in spousal dyads, women are typically responsible for 
maintaining contact with family and friends. If the wife is no longer capable of doing so 
as a result of illness, the husband may experience social losses (Kramer, 2005), as kinship 
tie maintenance is not typically part of the mans familial role (Ajrouch et al., 2005).  
Therefore, men may have smaller social networks because the women maintain kinship 
ties, and because men are socialized to be self-reliant and not depend on social networks 
for support (Kramer, 2005). On the contrary, in his qualitative study of social networks 
among caregiving men, Russell (2004) found men experienced difficulty in establishing 
or maintaining social contacts after assuming the caregiver role. A source of stress for 
these men was the sense of isolation they felt. Therefore, the impact of caregiving on 
ones social interactions may be more significant for men than women; however, this is 
unclear based on contradictory findings from previous research.   
Moderators 
Co-residence with the care recipient. 
 
Co-residence may impact caregivers health practices (e.g., healthy eating, getting 
enough sleep, etc.) because of the intensity of care they provide as a result of living with 
their care recipients (Pinquart & Sorensen, 2007; Soskolne, Halevy-Levin, & Ben 
  
15 
Yehuda, 2007; Berg-Weger, McGartland Rubio, & Tebb, 2000).  Since self-reported 
health and stress are correlated (Vitaliano, Zhang, & Scanlan, 2003), co-residence may 
impact caregivers health, in turn affecting their emotional stress. Co-residing has been 
found to impact caregiver well-being, particularly caregiver related strain (Berg-Weger et 
al., 2000).  This has also been assumed to be related to the intensity of care provided 
when co-residing with the care recipient, which negatively impacts caregiver well-being.  
Therefore, level of care intensity has a role in impacting caregiver well-being. This is 
discussed further in a later section. Living with ones care recipient has been a predictor 
of social isolation in previous research (Robison, Fortinsky, Kleppinger, Shugrue, & 
Porter, 2009). Based on their analysis, Robison et al. reported that individuals co-residing 
with the care recipient were 2.5 times as likely to feel socially isolated. 
Duxbury et al. (2011), found that employees co-residing with their care recipients 
experienced greater financial, physical, and emotional strain.  Female employees reported 
significantly higher levels of physical and emotional strain than male workers.  When 
comparing employees who were caregivers for older adults and sandwich generation 
groups (children and older adults in the home), those in the eldercare group had higher 
emotional strain, suggesting that having children at home reduced some of the burdens 
associated with eldercare, possibly because of the availability of additional individuals to 
help with the provision of eldercare.  
Research also suggests that the meaning and impact of co-residence varies by 
relationship type (Siegler, Brummett, Williams, Haney, & Dilworth-Anderson, 2010). 
For example, it is expected that more spouses would live with their loved one than other 
family members (Siegler et al., 2010). Siegler et al. (2010) also found that for African 
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American non-spouse or adult child caregivers, co-residence with the care recipient was 
related to a higher depressive affect. This too likely relates to level of care intensity of co-
residing, as mentioned above.  Also, relationship to care recipient potentially comes into 
play here, and its importance is discussed below. 
 Relationship to care recipient. 
 Wives have been found to perceive more rewards in caregiving (e.g., 
companionship) than other relationship types, likely as a result of longstanding patterns 
of spousal help giving (Raschick & Ingersoll-Dayton, 2004, p. 323). Despite this 
finding, spousal caregivers overall experienced fewer rewards compared to adult 
children, explained as being related to spousal caregivers long-term pattern of help 
giving described above.  Adult children might view their role as more rewarding because 
caregiving for a parent exceeds their usual obligations beyond that for spouses and 
children (Raschick & Ingersoll-Dayton, 2004). This suggests that relationship type 
between caregiver and care recipient may impact the perception of costs/benefits received 
in the relationship.   
While much of the literature has indicated that daughters assume the role as 
caregivers more frequently than sons, Sanders and McFarland (2002) had contrary results 
in their study of sons caring for a parent with Alzheimers disease.  Sons indicated a 
commitment and sense of responsibility for caring for their parent(s).  They also provided 
hands-on care. They experienced role-strain in managing the caregiving role and other 
commitments (e.g., child care, work). While the men in Sanders and McFarlands sample 
expressed such emotions, other research has examined men providing care to a non-
relative.  Marks (1998) found that men providing care to someone outside of their family 
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had more positive outcomes, including less psychological distress, more positive 
relationships with others, more purpose in life, and more personal growth. These findings 
suggest that men, particularly caregiving sons, experience emotional stresses in 
caregiving, but that these stresses may be greater when providing care for a relative. 
Level of care intensity. 
 Women have been found to provide more demanding care than men (e.g., 
personal care), and in turn experience higher burden than men (Kramer & Kipnis, 1995).  
However, recent research has explored more specifically the differences between men 
and women in the level of and types of care they provide.   
 In their study of assistance to parents and in-laws, Chesley and Poppie (2009) 
found that women provide more time-based help (e.g., giving advice, listening to 
problems) than men, particularly emotional support (e.g., complaints, talking through 
issues, etc.), that impact their psychological health.  However, men and women were 
found to provide the same amount of time in unpaid task assistance (e.g., household 
tasks, transportation).  When considering employment status of caregiving men and 
women, those who were not employed provided more assistance (e.g., household tasks).  
The researchers felt that the unpaid task assistance caregivers provided was potentially 
more sensitive to the constrictions of employment, as opposed to providing emotional 
support (Chesley & Poppie, 2009).    
Kim and Schulz (2008) examined caregivers for individuals who had cancer, 
dementia, diabetes, or were frail elderly. They found that cancer caregivers had higher 
levels of emotional stress and financial hardship, resulting in higher physical strain and 
emotional stress experienced, equivalent to that of dementia caregivers.  This suggests 
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that the care recipients illness type may impact the emotional stress the caregiver 
experiences, and the care demands related to that particular ailment.  
Caregiver race. 
The older adult population in the United States is projected to grow and become 
more racially and ethnically diverse, with the aggregate minority population to become 
the majority in 2042 (Vincent & Velkoff, 2010, p. 1), making understanding differences 
in the caregiving experience by racial/ethnic background paramount. Often, men are 
perceived as a homogenous class, with intragroup differences such as race/ethnicity not 
considered (Thompson, 2005). However, cultural differences among caregiving men have 
emerged in qualitative studies.   
A study of Portuguese caregiving men found that mens caregiving was revered 
by those in their social networks (Ribeiro, Paul, & Nogueira, 2007).  The recognition 
received for the adoption of the traditional female role was perceived by the men as a 
benefit of providing care to their relatives (Ribeiro et al., 2007).   On the contrary, in 
African American families there is an expectation to provide care to older relatives 
(Bullock, Crawford, & Tennstedt, 2003). Since being a caregiver is expected, mens 
caregiving may not be revered as much as in other cultures.  This expectation may impact 
African American-employed caregivers financial strain and stress, and may make them 
feel obligated to leave their jobs and remain unemployed when they have limited or no 
supports in place (Bullock et al., 2003, p. 158).   
Although the following does not refer to sex differences specifically, racial/ethnic 
differences have been found regarding psychological distress, financial assistance and 
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ADL/IADL assistance to care recipients (Sun et al., 2009; White-Means & Rubin, 2008).  
In their study of perceived adequacy income as a predictor of psychological distress in 
caregivers of individuals with Alzheimers disease, Sun et al. (2009) found that compared 
to Caucasian caregivers, African American caregivers reported fewer symptoms of 
depression and lower anxiety levels.  However, Hispanic/Latino caregivers reported 
greater anxiety.  
White-Means and Rubin (2009) found racial differences in physical assistance 
and financial assistance provided to care recipients by African American and Caucasian 
caregivers.  While African Americans and Caucasians provided similar amounts of IADL 
and financial assistance, African American caregivers were more likely to provide ADL 
assistance. Among African American caregivers, greater financial assistance was related 
to higher caregiver education, a greater number of individuals employed in the 
household, and additional siblings available to provide care (White-Means & Rubin, 
2009). 
Formal and informal service use. 
 
Although the present study does not examine attitudes toward informal and 
formal service use, it is important to understand the role attitudes play in service 
utilization for male and female caregivers. In a study of spousal caregivers and their 
attitude toward community services, women reported a higher level of confidence in the 
service system, and men reported higher worry and fear of the service system 
(Zodikoff, 2007, p. 1).  These findings may relate to men not being used to managing or 
negotiating the formal service system (Zodikoff, 2007; Kramer, 2005; Stommel, Collins, 
Given, & Give, 1999).  For example, many men are unaccustomed to dealing with 
  
20 
welfare agencies and have been socialized to have a strong sense of self-reliance 
(Kramer, 2005, p. 5), harkening back to the expected role of a man in one's family.  
Employed caregivers are more likely to receive paid help and community services, 
suggesting that they use certain services for specific tasks to offset dual role management 
(Scharlach, Gustavson, & Dal Santo, 2007). 
Employed caregivers also rely on informal support to aid with tasks such as 
transportation, financial management, and care management (Scharlach et al., 2007). 
Female caregivers have been found to use informal support more than men (Sun, Roff, 
Klemmack, & Burgio, 2008), which is congruent with men having fewer social supports 
than women (Kramer, 2005). However, from her qualitative study on male caregivers and 
informal support networks, Sanders (2007) found that asking for and using informal 
supports varies among men. Some male caregivers viewed asking for help as acceptable, 
based on their existing relationship with individuals in their informal networks. However, 
other men were not as well-integrated into such networks and experienced social 
isolation, therefore making asking for assistance less likely.  
Internet use for information on caregiving. 
While the literature on caregiving service utilization focuses primarily on 
informal and formal supports, there is a growing body of literature concerning the 
benefits of technological services (e.g., website use).  In the present study, whether the 
caregiver used the Internet for information on caregiving (e.g., condition-specific 
websites) is of interest. Since men may prefer not using formal supports (Zodikoff, 2007), 
it is useful to explore what role, if any, website use has in aiding male caregivers.  Men 
can use websites independently, which may be more congruent with their notion of being 
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self-reliant.  
Technology usage has been associated with positive caregiver outcomes, such as 
greater confidence in decision-making (Brennan, Moore, & Smyth, 1995). Although 
decision-making is not an outcome measured in the present study, it is possible that 
website use could result in positive outcomes, such as decreased emotional stress, and 
feeling more socially connected (e.g., through online caregiver support groups).  Lam and 
Lam (2009) found a connection between Internet usage and better mental health among 
older caregivers, compared to those who did not use the Internet.  The researchers felt 
that it was possible that use of the Internet reduced the social isolation caregivers often 
experience, in turn resulting in positive mental health outcomes.  This is supported by 
Read and Blackburns (2005) work on caregivers perspectives of the Internet, where 
benefits of Internet use were reported. Such benefits included obtaining useful 
information to help them in caregiving, but also maintaining contact with those in their 
social circle.  
Use of technologies such as the Internet has also been shown to reduce the 
distance in long-distance caregiving (Benefield & Beck, 2007).  This is pertinent for 
those who do not co-reside with their care recipient.  By reducing the distance in long-
distance caregiving, it is possible that the emotional stress long-distance caregivers 
experience may decrease. Through use of such technology, caregivers are able to 
maintain contact with their care recipient, secure services for their relative, and gain 
information on caregiving through use of the Internet (Benefield & Beck, 2007).  
Conceptual Frameworks 
 Sex comparative caregiving studies are based on older seminal theoretical 
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frameworks that do not account for changing sex roles and family structures.  Although 
sometimes not explicitly stated, studies examining and comparing male and female 
caregivers are based on Role Theory. This theory outlines the prescribed positions men 
and women have in their family system based on societal expectations.  Role Theory 
focuses on:  
The characteristic behaviors of persons who occupy social positions within a stable 
social system.  Roles are conceived as the shared, normative expectations that 
prescribe and explain these behaviors.  Actors in the social system have presumably 
been taught these norms and may be counted upon to conform to norms for their 
own conduct and to sanction others for conformity to norms. (Biddle, 1986, p. 70) 
 
This definition of Role Theory is based on the earlier work of Parsons and Bales (1955), 
who explored the idea of sex roles in the nuclear family, where the wife is responsible for 
the expressive focus of the system and home life, and the husband is responsible for 
instrumental tasks (e.g., provision of food and shelter) (Parsons and Bales, 1955, p. 314). 
These sex-based roles are defined as essential to the functioning of the [family] system, 
and include expectations outlined for both men and women based on their biological 
differences that are expressed through personality and behavior (Wharton, 2005, p. 
106).  Being a caregiver to older adults parallels the womans role as caretaker of home 
life and children.  However, within the context of the increased number of women in the 
labor force, Parsons and Bales essentialist view of sex roles needs to be contemporized 
to account for changing family sex roles.  Current research supports the need to 
contemporize Role Theory by explaining individuals' acceptance of flexible sex roles in 
the family. 
 Recent research shows the acceptance of flexibility of sex roles in the family, by 
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examining individuals perceptions of what is appropriate for men and women in work 
and family roles. Such efforts have discovered that mens and womens opinions 
concerning their roles in the family have changed since the 1970s, and that their opinions 
mirror one another (Galinsky et al., 2011). Between 1977 and 2008, there was a 34% 
decrease in men agreeing with the statement that they should be responsible for 
breadwinning, and women should take care of the children and home life.  A similar 
pattern was found for women, with a 15% decrease between 1977 and 2008 with regard 
to agreement with this statement (Galinsky et al., 2011), representing an increased 
acceptance of role flexibility for men and women in the family system. 
 Social Exchange Theory is also incorporated as a framework for the proposed study 
as it has fewer sex-based assumptions, and examines relationships based on historical 
evidence and expectations.  A main assumption of Social Exchange Theory is that there 
are rewards and costs that encourage and restrict behaviors in relationships (Sabatelli & 
Sheehan, 1993). Individuals strive to maximize rewards and minimize costs (Knipe, 
1971, as cited in Dowd, 1975), suggesting the interdependence between the individuals 
involved.  The benefits received in the dyadic exchange refer, for example, to the 
satisfaction a caregiver may experience by providing care for a loved one, while costs, for 
example, may be losses experienced as a result of assuming the caregiving role (e.g., 
professional/employment losses). Dowd (1975) explains that interactions are continued 
and positively evaluated if exchange is perceived as more rewarding than costly.  One 
may assume that the care recipient is the individual receiving benefits in a caregiving 
exchange.  However, it is possible that the caregiver also profits, as will be discussed in 
later sections.    
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 Caregiving is a good example of social exchange at work. Raschick and Ingersoll-
Dayton (2004) explain how caregiving for an older adult can include costs and rewards, 
as related to the variety of emotions that caregivers experience in fulfilling their roles. 
Secondly, although the focus of much research is on the challenges or costs of caregiving, 
as mentioned above, the care recipients may also contribute in the dyadic relationship 
(Raschick & Ingersoll-Dayton, 2004). This is particularly the case with sandwich 
generation caregivers, who may rely on their parents to aid in the provision of child care. 
 Care recipients have been found to provide emotional support, financial help, help 
with child care, and aid in household tasks to the caregivers (Ingersoll-Dayton, Neal, & 
Hammer, 2001).  However, female and male caregiver employees, receiving any form of 
help from their care recipient, was associated with the caregivers working less 
effectively5 due to unease over their parents ability to provide such physical care 
(Ingersoll-Dayton et al., 2001). 
Research Questions 
The following three research questions are posed to address the lack of knowledge  
about caregiving men: 1. How does the caregivers age and employment status predict 
physical strain, emotional stress, financial hardship, and impact on social interaction? 2. 
What factors moderate (Baron & Kenny, 1986) the relationships between the predictors 
and outcomes? Specifically, what impact does caregiver race, co-residence with the care 
recipient, level of care intensity, and service utilization (informal, formal, and website 
use) have on the strength or direction of these relationships? 3. Is the impact of 
caregiving on men unique or the same as that on female caregivers, and what are the 
                                                
5 Working less effectively was measured in the study as 1= never work less effectively and 5= 
most or all of the time work less effectively. 
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implications for policy and practice to meet the potentially unique needs of male 
caregivers? 
Study Model & Hypotheses 
Figure 1 depicts the theoretical model to be tested in the current study.  To date, 
research has not examined this particular combination of variables with a focus on male 
caregivers. This study examines how individual level variables (employment status and 
age) predict caregiver well-being (physical strain, emotional stress, financial hardship, 
impact on social interaction).  The level of study is both descriptive and explanatory. The 
moderators under study, or the qualitative or quantitative variables examined that may 
affect the direction or strength of the relationship between the independent and dependent 
variables (Baron & Kenny, 1986), include caregiver race, co-residence with the care 
recipient, level of care intensity, and service utilization by the caregiver (unpaid and paid 
help for the care recipient, and website use). 
 
Figure 1.  Model being tested in the current study. 
Note. CR= Care recipient, CG= Caregiver 
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Hypotheses 
Hypotheses regarding the comparison of men and women caregivers include the 
following: 
Hypothesis 1: Caregiving men will report higher financial hardship and more 
website use than caregiving women. 
Hypothesis 2: Caregiving men will report decreased emotional stress, decreased 
physical strain, decreased impact on social interaction, and decreased use of 
informal and formal services than caregiving women. 
The following hypotheses are proposed to examine what moderates male caregivers 
emotional stress, financial strain, physical strain, and impact on social interaction:         
Hypothesis 3:  Co-residence, level of care intensity, race, and all forms of service 
use will moderate relationships between the independent variables and emotional 
stress. 
            Hypothesis 4: Race will moderate relationships between the independent variables  
            and financial strain. 
   Hypothesis 5: Co-residence, race, and level of care intensity will moderate       
          relationships between the independent variables and physical strain. 
             Hypothesis 6: Website use will moderate relationships between the independent  
             variables and social interaction. 
The next chapter presents the study methodology, including an explanation of the model  
building strategy employed to test these six hypotheses.  Detailed information on each 
study measure is also provided.
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Chapter Three: Methods 
Data and Sample 
 
Cross-sectional data from the Caregiving in the U.S., 2009 study conducted by 
The National Alliance for Caregiving (NAC) in collaboration with AARP (NAC & 
AARP, 2009a) was used to address the study research questions and hypotheses. This 
dataset is publicly accessible through the Roper Center for Public Opinion Research 
website, housed at the University of Connecticut. NAC/AARPs base study was a 
national random sample of caregivers of children under age 18, adults, and elders. This 
sample was achieved using "random digit dial[ing] (RDD) ... stratified by geography to 
generate a set of telephone numbers proportionate to the population (NAC/AARP, 
2009b, p. 2). To attain 200 African American caregivers, 200 Hispanic caregivers, and 
200 Asian caregivers, targeted sampling was employed for each minority group as 
follows (NAC/AARP, 2009b): 
• African Americans: geographic density samples in which RDD samples were 
drawn from telephone exchanges with a concentration of at least 30% African 
Americans. 
• Hispanics: Interviews from surname samples and a 40% or greater geographic 
density sample. 
• Asian Americans: Interviews from an Asian surname sample, a surname sample 
within a 10% or greater density area, and pre-screened Asian members of 
Knowledge Networks' RDD-recruited panel.  
A total of 5,326 individuals were screened, and 1,480 individuals completed the 
interview. Figure 2 provides the recruitment strategy sampling information. 
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 Completed Interviews Additional Screened Respondents 
RDD 
African American Targeted 
Asian Targeted 
Knowledge Networks 
Hispanic Targeted 
1,000 
127 
136 
54 
                  163 
3,203 
422 
844 
412 
                              445 
Total  1,480 5,326 
Figure 2. Sample Recruitment Strategy (NAC/AARP, 2009b, p. 2) 
 To secure a subsample of caregivers of individuals age 50 and over, NAC/AARP 
surveyed an additional 288 individuals to bring the subset of caregivers for those age 50 
and over to 1,397.  The final sample subset included: 803 Caucasians 206 African 
Americans, 200 Hispanics, and 170 Asians with a small number of "other" minorities 
from the base study. The target sampling method described above was also used to secure 
the subset of caregivers for those age 50 and over. The addition of these participants 
resulted in a final sample size of 1,768.  For the purposes of the current study, analyses 
were limited to caregivers of individuals age 60 and over. 
 While the present study was primarily concerned with caregivers of older adults 
(typically defined as age 65 or older), a decision was made to decrease the age of the care 
recipient to 60 based on findings from a power analysis suggesting the study would be 
underpowered if I limited care recipient age to 65 and over. An a priori power analysis 
revealed that at 80% power and with an alpha of .05, a sample size of 395, 62, and 52 
would be needed to detect small-, medium-, and large-sized effects, respectively.  Eighty 
percent power was used, as it is the conventional level used in research studies. Limiting 
the sample to caregivers at age 60 (rather than 65) yielded a sample size of 297 men and 
611 women, which would provide sufficient power to detect medium-sized effects and at 
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age 65, only large-sized effects could have been detected; thus, the care recipient age was 
decreased to 60.  
Procedure  
Research project interviewers from the base study called the identified households 
and completed screening questions with the randomly selected participants.  The 
participants were asked:  
In the last 12 months, has anyone in your household provided unpaid care to a 
relative or friend 18 years or older to help them take care of themselves? Unpaid 
care may include help with personal needs or household chores. It might be 
managing a person's finances, arranging for outside services, or visiting regularly 
to see how they are doing. This person need not live with you. (NAC/AARP, 
2009a, p. 3) 
 
Those who answered “yes” were then asked if they were the caregivers that provided the 
aforementioned unpaid care. If “yes,” individuals were then asked the subsequent 
questions in the survey. If they said “no,” the interviewer asked to speak with the 
caregiver in the household (NAC/AARP, 2009b).  
Interviews were conducted between March 5 and June 17, 2009, and the African 
American and Hispanic oversamples were conducted through May 23, 2009, with the 
Asian oversample collected through June 6, 2009.  To attain the oversample of caregivers 
of individuals age 50 and over, the sampling process was conducted through 
(NAC/AARP, 2009b). Interviews lasted approximately 22 minutes, and a computer-aided 
telephone interviewing system was utilized.  The questionnaire was based on the 2004 
NAC/AARP study, Family Caregiving in the U.S.  Subsections included characteristics 
of the relationship to the care recipient, characteristics of the recipient, care recipient 
medications, other caregiver support, stress on working caregivers, physical, emotional, 
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and financial stress of caregiving, use of the Internet and other technologies, 
information/services/policy, and demographics (NAC/AARP, 2009b).   
Measures 
Appendix A provides all study variables as asked in the actual interviews and 
Appendix B includes all study variables as coded in the present analysis.  
Dependent variables.  Four measures of caregiver well-being were examined in 
this study: physical strain, emotional stress, financial hardship, and impact on social 
interaction.  For physical strain, participants were asked, Think of a scale from 1 to 5, 
where 1 is not a strain at all and 5 is very much a strain.  How much of a physical strain 
would you say that caring for your care recipient is for you? (NAC/AARP, 2009d, p. 
16). Emotional stress was asked in a similar format - Using the same scale from 1 to 5, 
where 1 is not at all stressful and 5 is very stressful, how emotionally stressful would 
you say that caring for your care recipient is for you?  (NAC/AARP, 2009d, p. 16).  
Financial hardship was measured using the same likert scale - Using the same scale from 
1 to 5, where 1 is no hardship at all and 5 is a great deal of hardship, how much of a 
financial hardship would you say that caring for your care recipient is for you?  
(NAC/AARP, 2009d, p. 17). Both physical strain and financial hardship variables were 
recoded to reflect a range of 1 to 4. This was based on the low distribution of responses in 
some categories and impending zero cell issues for analyses. For physical strain only 7% 
of participants responded with a 4 and 7% responded with a 5, therefore these two 
response options were collapsed.  For financial hardship, 5% of participants responded 
with a 4 and 5% responded with a 5. These two response options were also collapsed.  
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Regarding impact on social interactions, caregivers were asked if they have less time for 
friends or other family members than before (they began caregiving), and responded 
either yes or no (Coded as 1 and 0 in the analyses) (NAC/AARP, 2009d).. 
Control variables.  Education level was obtained by asking respondents to place 
themselves into one of the following categories: less than high school (4.3%), high school 
grad/GED (20.2%), some college (24.1%), technical school (2.1%), college grad (26.7%), 
graduate school/grad work (22.6%). Due to the small number of response in the less than 
high school and technical school categories, education was recoded as follows:  less 
than or high school/GED graduate, some college or technical school, college graduate, or 
graduate work. The education variable was treated as a series of dummy variables with 
the reference group being high school/less than high school. 
In the interview, caregivers were asked about their total annual household income 
before taxes.  Interviewers categorized responses into the following: Under $15K (6%), 
$15 to $29K (13%), $30 to $49K (18%), $50 to $74K (19%), $75 to $99K (13%), and 
$100K+ (20%).  Due to the large percent of respondents in the $100K+ category, income 
could not be treated as a continuous variable based on these categories.  Thus, for the 
present study, income was recoded into three categories that roughly divided the sample 
into tertiles:  1= Under $50,000 (lower income), 2= $50,000-$99,000 (middle income), 
and 3= $100,000+ (high income). The income variable was treated as a series of dummy 
variables with the reference group being the high income category. 
Independent variables.  
Sex. Caregiver sex was code as males=1 and females =0 when testing hypotheses 
1 and 2.   
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Age. Age was determined by asking the participants how old they were on their 
last birthday, and is included in the study as a continuous variable.  Age was grand mean 
centered to help reduce issues of multicollinearity, and was used in all analyses. 
Sandwich generation. A variable was created to capture (in addition to caring for 
an older adult) whether or not the caregiver had a child under 18 years of age in the home 
and was currently employed. While the “sandwich generation” is typically defined as 
those who have childcare and eldercare responsibilities simultaneously (DeRigne & 
Ferrante, 2012), and does not include employment status, for the purposes of this study, 
sandwich generation caregivers were also defined as individuals employed at the time of 
the interview. Inclusion of employment status is based on “increased female labor-force 
participation …. suggest[ing] a growing ‘sandwich generation’ … who are caught 
between the demands of child rearing and elder care while attempting to play a more 
demanding role in the work force” (Spillman & Pezzin, 2000, p. 347).  Little is known 
about how employment and sandwich generation caregiving intersect (Keene & Prokos, 
2007). Examining this intersection is important: as more people take on eldercare 
responsibilities in the context of other family and paid work obligations, the prevalence 
of the Sandwiched Generation has implications for caregivers’ work” (Keene & Prokos, 
2007, p. 368).  Therefore, a dichotomous variable was created and dummied to reflect 
sandwich generation caregivers as those who work and have a child or grandchild under 
18 years of age in the home (coded as “1”) and non-sandwich generation caregivers as 
everyone else (coded as “0).  This allowed for the comparison to see what part, if any, 
having the additional roles as parent and employee simultaneously impacts the well-being 
of caregivers. 
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Employment status.  Caregivers were asked if they were currently working (full-
time or part-time), or identified with various other categories indicative of being 
unemployed (a student, retired, disabled, unemployed and looking for work, or a 
homemaker). This variable was recoded to reflect two categories: “employed” and 
“unemployed.” The question was framed so that the participant could only choose one 
option. This variable was treated as a dummy variable with unemployed as the 
reference group. 
Redundancy with the sandwich generation variable was not an issue since 
sandwich generation was coded such that those who work AND have a child or 
grandchild under 18 years of age in the home were coded as “sandwiched” and all others 
were coded an non-sandwiched (meaning those who work but do not have a child in the 
home, those who have a child in the home but do not work, or those who do not work or 
have a child in the home).  Thus, it is important to include an additional variable that 
represents employment status since one would not be able to disentangle the effect of 
employment status from the sandwich generation variable.    
Moderators. 
Race. Caregivers were first asked if they were of Hispanic background or origin.  
If a caregiver indicated that he or she were Hispanic, the interviewer recorded their 
ethnicity, then asked about their race, inquiring if he or she were White, Black or African 
American, Asian or Pacific Islander, or Other.  Although Hispanic is an ethnicity and not 
a race, for the variable caregiver race, the NAC/AARP dataset reflected the following 
answer choices: White, Black, Asian, Hispanic, or Other.  Unfortunately, the 
accompanying NAC/AARP dataset literature was not clear on how Hispanic and Other 
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were categorized. It did not provide clear information about how, for example, someone 
who indicated he or she is Hispanic and Black would be categorized. However, the 
accompanying dataset documents were clear that the White category meant White Non-
Hispanic.  As a result of the distribution of responses on the race variable (56% White, 
14% Black, 13% Asian, 15% Hispanic, and 2% Other), the variable was dichotomized to 
reflect a white group and a non-white group, as the sample size of each individual non-
white group was too small to permit meaningful comparisons. White was coded as 0 
and non-white as 1.   Since the race variable was dichotomized, the lack of information 
from NAC/AARP regarding the categorization of non-whites was not a concern.  
Co-residence.  The participant was asked where the care recipient lives. Response 
choices included: in your household, within twenty minutes of your home, between 
twenty minutes and an hour from your home, a one-to-two hour drive from your home, or 
more than two hours away.  Since whether or not the care recipient co-resided with the 
caregiver is of key interest in the present study, the variable was dichotomized to reflect 
caregivers who co-reside and do not co-reside with the care recipient.  This is because 
studies have shown that caregiver outcomes can be more negative for those living with 
the care recipient (Pinquart & Sorensen, 2007). 
Level of care intensity.  Although NAC/AARP called this variable level of 
burden, it is referred to as level of care intensity in the present study, as it is based on the 
number of ADL/IADLs and hours per week of care provided.  The level of burden/care 
intensity was calculated by NAC/AARP using a three-step process, as displayed in Figure 
3. Points were assigned for the number of hours of care the caregiver provided, followed 
by assignment of points for the number of ADLs & IADLs performed. The total number 
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of points was summed into five levels of care, with high burden (or care intensity) 
equating to levels 4 and 5, medium burden as level 3, and low burden as levels 1 and 2 
(NAC/AARP, 2009b).  Based on zero cell issues, the low and medium levels were 
collapsed.  This variable was then coded into a series of dummy variables with 
low/medium care intensity as the reference group. 
 
Hours of Care 
 
Types of Care Provided 
0 ADLs, 1 IADL 1 points 
0 ADLs, 2+ IADL 2 points 
1 ADL, any # of IADLs 3 points  
2+ ADLs, any # of IADLs  4 points 
Summed Points into 5 Levels of Care Intensity  
2 to 3 points Level 1  
Low Care Intensity 
4 points Level 2 
5 points  Level 3 Medium Care Intensity 
6 to 7 points Level 4  
High Care Intensity 
8 points Level 5 
Figure 3. Calculation of Level of Care Index (level of burden); Recreated based on NAC/AARP 
(2009b), p. 8. 
 
Relationship of caregiver to care recipient. Participants were asked their 
relationship to the care recipient. As there were 26 options to choose from (see Appendix 
A), the variable was dichotomized to reflect if a caregiver was caring for a relative (coded 
as 0) or a non-relative (coded as 1).   
 Website use.  Respondents indicated whether they used websites in the past year 
0 to 8 hours 1 points 
9 to 20 hours 2 points 
21 to 40 hours 3 points  
41 or more hours  4 points 
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to find information related in any way to being a caregiver. Participants indicated: often, 
sometimes, rarely, or never. The reference group in the present analyses was the never 
option. 
Informal and formal service use.  Informal and formal service use encompasses 
five variables. Formal service use is whether or not the caregiver requested information 
about how to get financial help for the care recipient; if a respite service or sitter was 
used to take care of the care recipient; and if an outside service was sought to provide 
transportation for the care recipient. The question whether or not the care recipient 
received paid help from any aides, housekeepers, or other people paid to help them in the 
past 12 months was also asked. All four variables were treated as a series of dummies 
with the following as the reference groups: no financial help for the care recipient, no 
respite use, no transportation use, and no paid help.  Informal service use was 
operationalized as anyone other than the caregiver providing unpaid help to the care 
recipient in the past 12 months.  The reference group was no unpaid help. 
Missing Data 
All study variables were examined for “don’t know” or “refused” responses and 
these were then recoded as missing. Therefore, individuals who had missing values on 
any variable were excluded from the analyses.  After doing so, individual variables had 
between 0% and 10% missing data. Preliminary analyses were run to determine if the 
overall sample size would be less than 80% after STATA 12’s default use of listwise 
deletion, that “discards the data for any case that has one or more missing values … [and] 
produc[es] a common set of cases for all analyses” (Enders, 2010, p. 39). Listwise 
deletion resulted in the male sample being reduced by 14% and the female sample being 
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reduced by 15%.  As indicated by Peng, Harwell, Liou, & Ehman, (2006), 20% is a 
reasonable cutoff in order to not have to address missing data. Therefore, multiple 
imputation was not employed. This resulted in a final sample of 255 men and 519 
women. 
Statistical Analyses 
  
Bivariate analyses.  Cross-tabs with chi square tests were performed for the male 
and female samples to assess simple bivariate relationships between the independent and 
dependent variables, with the exception of caregiver age, where a correlation was used. 
For these analyses, the sample was restricted to the sample multivariate analyses would 
be performed on.  
Multivariate analyses. To address hypothesis 1—that caregiving men will report 
higher financial hardship and more website use than caregiving women—an ordinal 
regression was performed in which financial hardship and website use were regressed on 
sex in separate models, while controlling for income and education.  Similarly, for 
hypothesis 2—that caregiving men will report decreased emotional stress, decreased 
physical strain, decreased impact on social interaction, and decreased use of informal and 
formal services than caregiving women—emotional stress and physical strain were 
regressed on sex in separate models using ordinal regression and then social interaction, 
informal (unpaid help) and formal (paid help, respite, transportation use, and financial 
support sought for the care recipient) services were regressed on sex in separate models 
using logistic regression.  In all of these models, income and education were controlled 
for.  
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 To address hypothesis 3—that co-residence, level of care intensity, race, relative, 
and all forms of service use will moderate relationships between the independent 
variables and emotional stress, hypothesis 4—that race will moderate relationships 
between the independent variables and financial strain and hypothesis 5—that co-
residence, race, relative, and level of care intensity will moderate relationships between 
the independent variables and physical strain, ordinal regression was used. Logistic 
regression was employed to test hypothesis 6—that website use will moderate the 
relationships between the independent variables and social interaction, thus, the main 
effects models and moderation models were run separately for the male sample and 
female samples. All models were estimated separately for male and female samples.   
Moderation analyses.  Hypotheses 3 through 6 involved testing moderation 
effects. Unlike mediators, moderators answer the question "for whom and when … [an] 
effect occurs" (Wu & Zumbo, 2008, p. 383).  Male caregivers, often perceived as a 
homogenous group (Thompson, 2005), were examined in more detail through use of 
moderation analysis, by identifying “for whom and when” physical strain, financial 
stress, emotional stress, and impact on social interaction occurred.  High-risk groups can 
be identified by examining specific individual traits (e.g., race, co-residence with care 
recipient) to determine the role those moderators have on the relationship between the 
independent and dependent variables of interest.  Figure 4 shows the moderation model.  
The “presence of an interaction effect is supported when the effect of the focal-predictor 
variable on the outcome variable differs depending on the value of the moderator 
variable” (Borque, 2012, p. 59).   
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Figure 4. Moderator framework representing direct effects and interactions. 
Model building strategy.  For hypotheses 3 through 6, the same model-building 
strategy was employed. First, the controls and all of the main variables of interest were 
included in the models.  Second, the moderators were added to the models. Third, 
interaction terms (or set of interactions if a series of dummies) were entered into the 
model one-by-one. If an interaction was significant, then it was retained for both the 
women’s and men’s final model; if it was non-significant for both men and women, then 
it was removed. This was done to reduce the effects of a large number of predictors on 
power. 
 Seemingly unrelated regression. In addition to testing hypotheses 3 through 6, 
to address the general research question of whether the strength of the effects of the study 
variables differed for women and to men, the seemingly unrelated regression (SUR) 
procedure (suest) available in STATA 12 was used. In SUR, “coefficients in all equations 
are estimated simultaneously” (Zellner, 1962, p. 348), and “the equations are related 
through the correlation in the errors” (UCLA, 2013a, ¶ 1).  The estimates were then 
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subjected to a Chow test, which is “a test of whether the coefficients estimated over one 
group of data are equal to the coefficients estimated over another” (Gould, 2011, ¶ 5). 
Using these techniques enabled the comparison of coefficients from the male and female 
models. In other words, this method was employed to determine if there were unique 
differences between the male and female findings. 
Data diagnostics. Multicollinearity was assessed by obtaining the variance 
inflation factor (VIF).  Variance inflation factor is the reciprocal of tolerance, a statistic 
assessing multicollinearity (Polit, 2010).  All VIF values were less than 5 (O’Brien, 
2007), indicating no issues with multicollinearity, with the mean VIF at 1.49 for the 
female model and 1.59 for men.  
Linearity of caregiver age grand mean centered was examined through graphing 
using the lowess command in STATA to get a lowess graph. This graph compares 
“predicted probabilities to a moving average of the proportion of cases that are one” 
(Long & Freese, 2006, p. 156).  As the graph looked slightly U-shaped, age was squared, 
and the graph was rerun.  However, this made no difference in linearity.  The graph 
remained slightly U-shaped, so caregiver age grand mean centered was maintained in the 
model. 
 In regard to error term distribution, to test whether the logit assumptions about the 
variance of the error term are correct, robust standard error estimates were obtained and 
compared to regular standard error estimates. Use of the robust command, “provide[d] 
correct standard errors in the presence of violations of the assumptions of the model” 
(Long & Freese, 2006, p. 86).  All estimates were similar, suggesting that the logistic 
results indicated that there was no violation of the error distribution assumption. 
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In binary logit regression, “the expected variance of the dependent variable can be 
compared to the observed variance, and discrepancies may be considered either under- or 
over-dispersion” (Sarkisian, 2009, p. 13).  The ratios for male and female models were 1 
and 1.25, respectively; thus, there was no concern regarding overdispersion or 
underdispersion.   
Multivariate outliers and influential data points were examined through several 
statistics and graphs.  To examine residuals, a plot of standardized Pearson residuals was 
run (Long & Freese, 2006). To examine influential observations further, leverage 
statistics were obtained using the dbeta command (Pregibon’s dbeta), and were then 
graphed in a scatterplot to pinpoint any issues with observations (Sarkisian, 2009).  No 
observations warranted further exploration. For the ologit models, similar diagnostics 
applied and were not of concern.  
An additional diagnostic examined for the ordinal logistic regression models was 
the parallel slopes assumption, the expectation that “the independent variable … exert[s] 
a constant (i.e., proportional) effect of the dependent variable” (Britt & Weisburd, 2010, 
p. 673).  This was tested using the gologit2 command in STATA for both the male and 
female models.  The autofit option was used to “estimate a totally unconstrained model 
… [that] then [did] a series of Wald tests on each variable individually to see whether its 
coefficients differ[ed] across equations” (Williams, 2006, p. 64). The gamma option, 
written in after autofit, “represent[s] deviations from proportionality.  If the gammas for a 
variable are all 0, the variable meets the parallel lines assumption…a test of the parallel 
lines assumption for a variable is a test of whether its Gammas equal zero” (Williams, 
2006, p. 75).  A non-significant test statistic indicated that the final model did not violate 
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the proportional odds/parallel lines assumption, which was the case for both the male and 
female models. 
  Power analyses. Posthoc power analyses using G*Power software (Faul, 
Erdfelder, Lang, & Buchner, 2007) were performed to determine if the male and female 
sample sizes were adequate enough for analyses based upon the total number of 
predictors (which varied by hypothesis). However, to reduce the risk of Type I errors, the 
Bonferroni correction of critical p-values was applied by dividing .05 by the number of 
relationships being tested in each model (Figure 5), resulting in a more stringent criterion 
(adjusted p-value column).  This correction is recommended if “multiple hypothesis tests 
are performed, [as] the probability of a Type I error occurring is greater than 0.05” 
(Sedgwick, 2010 as cited in Sedgwick, 2012, p. 1). The power analysis was then rerun 
using the new adjusted alpha levels, the sample size and number of predictors for each 
model, with the power at .80.  As seen in the last column of Figure 5, based on the power 
analysis completed, it is possible to detect small-sized to medium-sized effects in the 
current study analyses.   
 
 
 
 
 
 
 
 
  
43 
Model # (N) # of 
Predictors 
# of 
Relationships 
Bonferroni 
Adjusted p-value 
Estimated 
effect size (f2)  
Model 1 (828)a 6 1 .05 .0096 
Model 2 (816) a 6 1 .05 .0097 
Model 3 Men 
(255) 
35 10 .005 .054 
Model 3 Women 
(519) 
35 10 .005 .026 
Model 4 Men 
(271) 
11 2 .025 .036 
Model 4 Women 
(550) 
11 2 .025 .0175 
Model 5 Men 
(264) 
11 1 .05 .03 
Model 5 Women 
(530) 
11 1 .05 .015 
Model 6 Men 
(270) 
11 1 .05 .03 
Model 6 Women 
(551) 
11 1 .05 .0146 
Figure 5.  Post-Hoc Power Analysis Using a Power of .80; a Based on the models with the 
smallest N. Note. For interpreting the significance of individual coefficients in regression 
models, Cohen (1988) suggests f2 values of 0.02, 0.15, and 0.35 represent small-, 
medium-, and large-sized effects, respectively. 
 
 
Figure 6 presents the X-Y plots for the range of sample size values and corresponding 
effect size at a power of .80 for each the male and female models tested. 
 
 
Hypothesis 1   
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Hypothesis 2 
 
Hypothesis 3- Male Sample 
 
Hypothesis 3- Female Sample 
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Hypothesis 4- Male Sample 
 
Hypothesis 4- Female Sample 
 
Hypothesis 5- Male Sample 
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Hypothesis 5- Female Sample 
 
Hypothesis 6- Male Sample 
 
Hypothesis 6- Female Sample 
Figure 6. X-Y Plots Depicting Range of Effect Sizes Detected  
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Chapter Four: Findings 
 
Descriptive Characteristics 
 
 Descriptive characteristics of the male and female samples, and how these 
characteristics differ across these two groups, are presented in Table 1.  As indicated by 
the chi-square statistic, males and females differ significantly in regard to the physical 
strain and emotional stress they experience as caregivers.  Women report higher physical 
strain (score of 5) and emotional stress (score of 5) than men. A lower percentage of 
women report no physical strain (score of 1) and emotional stress (score of 1) than men. 
Women reporting higher physical strain is not surprising, based on the literature 
indicating that women are more responsible for more hands on tasks compared to male 
caregivers (Navaie-Waliser, Spriggs, & Feldman, 2002; Kramer & Kipnis; 1995; Mui, 
1995; Hequembourg & Brallier, 2005; Miller & Cafasso, 1992). The finding that women 
reported higher emotional stress than men is consistent with existing literature.  Females 
have been found to experience greater emotional stress (e.g., depressive symptoms) (Lee, 
et al., 2001; Mui, 1995) than men, based on their provision of emotional support, such as 
comforting, consoling, and nurturing the care recipient (Chesley & Poppie, 2009).  There 
was no significant difference between male and female caregivers in terms of their 
reported financial hardship. 
A significantly greater percentage of females (52%) experience an impact on 
social interaction compared to males (44%). This may be because women are more 
accustomed to caregiving tasks (Brazil, Thabane, Foster, & Bedand, 2009). When women 
assume the caregiving role, they may feel a more negative impact on their social 
interaction with others as a result of the time they spend caregiving.    
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Table 1. Descriptive Characteristics of the Male and Female Samples  
             
                  Men (N = 270)             Women (N= 551)      Sig Diff 
            %           Range         %           Range          χ2 
*p ≤ .05, **p≤.01, ***p≤.001 
Physical Strain 
    1- not at all a strain 
    2 
    3 
    4- 
    5- very much a strain 
 
52 
22 
17 
6 
4 
1-5  
41 
27 
18 
7 
8 
1-5 11.05* 
Emotional Stress 
    1- not at all stressful 
    2 
    3 
    4 
    5- very much stressful 
 
36 
22 
22 
11 
8 
1-5  
21 
23 
27 
16 
13 
1-5      23.30*** 
Financial Hardship 
    1- No hardship 
    2 
    3 
    4 
    5-Great deal of hardship 
 
54 
26 
14 
4 
3 
1-5  
55 
20 
13 
7 
6 
1-5       8.47 
Impact on social interaction 44  52        4.87* 
No impact on social 
interaction 
56  48   
Controls 
Income <$50,000 33  48       17.47*** 
Income $50,000 - $99,000 40  34  
Income $100,000+ 27  19  
High school graduate 22  27        3.75 
Some college/technical 
school 
26  27  
College graduate 30  25  
Graduate school 21  22  
Main IVs of Interest 
Employed   61  53  4.20* 
Unemployed 39  47   
CG Age 53.35 
(14.21) 
18-90 53.31  
(13.17) 
18-89        0.97 
Sandwich generation 20  18         0.41 
Not sandwich generation 80  82   
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Table 1. Descriptive Characteristics of the Male and Female Samples (cont’d) 
             
                Men (N = 270)    Women (N= 551)        Sig Diff 
                          %   %                        χ2 
 
Moderating Variables  
White 54 55 0.06 
Non-white 46 47  
Co-residing with CR 23 27 1.10 
Not co-residing with CR 77 73  
Low/Medium care intensity 74 71 0.85 
High care intensity 26 29  
Related to CR 91 90 0.69 
Not related to CR 9 10  
Never use websites 47 49 3.05 
Rarely use websites 22 19 
Sometimes use websites 22 19 
Often use websites 9 12 
Sought respite service 12 11 0.18 
Did not seek respite service 88 89  
Sought transportation service 39 29     7.74** 
Did not seek transportation 
service 
61 71  
Unpaid informal help for CR 72 62    6.56** 
No unpaid informal help for CR 28 38  
Paid help for CR 43 42 0.06 
No paid help for CR 57 58  
Sought financial help for CR 26 25 0.34 
Did not seek financial help for 
CR 
73 75  
*p ≤ .05, **p≤.01, **p≤.001 
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Income is roughly evenly distributed across the low, medium, and high categories 
for both male and female samples. However, the chi-square statistic indicates a 
significant difference among the income groups between the male and female samples.  A 
higher percentage of women comprise the low-income category, and more men are in the 
higher-income and middle-income categories.  This is consistent with the gender gap in 
income in the United States. The weekly gender wage gap in 2012 was 80.9%, which 
represented the percentage of women’s to men’s median weekly full-time earnings 
(Hegewisch & Matite, 2013).  
In regard to education, half the male (51%) and slightly less than half the female 
(47%) sample had completed some college or a college education.  This roughly mirrors 
the U.S. Census 2012 education data, where 45% of men and 47% of women age 25 and 
over have completed at least some college education (US Census, 2013). There were no 
significant differences in education level found between men and women in this sample. 
While more than half of the male and female samples are employed, significantly 
more men are employed than women. This is consistent with the general population in 
the United States. Although the participation of women in the labor force is higher today 
than it was in the 1970s, with women's labor force participation rate peaking at 60.0 % in 
1999 (Bureau of Labor Statistics, 2011), as of 2011, women accounted for 47% of all 
employed individuals in the United States (Bureau of Labor Statistics, 2012), still slightly 
less than men.  Both male and female samples have a mean age of 53 years, and similar 
percentages are part of the sandwich generation (20% of men and 18% of women).   
Both the samples are predominantly white (54% of men and 55% of women), do 
not co-reside with their care recipient (77% of men and 73% of women), and provide a 
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low/medium level of care intensity (74% of men and 71% of women). The vast majority 
of the men and women care for a relative (91% of men and 90% of women) and do not 
seek respite service information (88% of men and 89% of women) or financial help for 
their care recipient (73% of men and 75% of women).  Almost half of the samples never 
use websites for caregiving information (47% of men and 49% of women), which is 
contrary to other research findings on caregiver Internet use.  In their 2011 study, NAC 
found that 70% of the caregivers used the Internet for issues related to caregiving (NAC, 
2011).   
Although the vast majority of the total study sample do not seek information 
regarding transportation services for their care recipient, a statistically significant higher 
percentage of men than women seek these services (39% of men and 29% of women). 
This may relate to the finding that a greater percentage of men are employed, and 
therefore are unable to provide transportation to their care recipient as frequently as their 
female counterparts. 
The majority of male and female caregivers have unpaid informal support 
available to the care recipient (e.g. friends, family members) (72% of men and 62% of 
women).  However, significantly more men receive informal support for their care 
recipient.  This is consistent with Brazil et al.’s (2009) study where females were found 
to have lower odds of receiving help from family and friends. As indicated by Brazil et 
al. (2009), since women are perceived as natural caregivers, they may be viewed by 
others as not needing assistance.   
More than 50% of both samples’ care recipients do not receive paid help (e.g., 
housekeeper, aides) (57% of men and 58% of women).  This may be because nearly 75% 
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of the male and female caregiving samples provide a low/medium level of care intensity 
to the care recipient, and may not require additional help in their caregiving duties.   
It is important to note that “care must be taken in interpreting Chi-Square 
crosstabs as it is not always perfectly clear where the significant differences between 
scores lie” (Friswell, 2010, ¶12). However, the purpose of presenting Chi-Square 
crosstabs here was primarily to explore the general associations between gender and the 
study variables to better understand the data before moving on to multivariate analyses, 
so subsequent testing to determine where the differences lie was not pursued.  
Bivariate Analyses 
 Tables 2 and 3 display the bivariate associations within the male and female 
samples.  Each of the study variables was cross tabulated by each dependent variable to 
examine within group differences among the male and female groups.  Chi-square tests 
were conducted separately for each pair of variables (e.g., income- 3 levels by physical 
strain- 4 levels), meaning that only one hypothesis was being tested for each. As 
explained previously, the Bonferroni correction is recommended only if multiple 
hypotheses are being tested simultaneously; thus, the standard significance criterion of 
p≤.05 was retained for these bivariate analyses. 
Physical strain. 
 When examining physical strain within the male group, men in the higher income 
category reported lower physical strain than their lower income counterparts.  Men who 
are employed also reported lower physical strain.  It is possible that employed men and 
men in the higher income categories are accessing services that they can afford (e.g., paid 
help) to complete physical care tasks that result in their own decreased physical strain. 
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 Sandwich generation men have lower physical strain than non-sandwich 
generation men, and there was no difference between sandwich and non-sandwich 
generation women. As expected, men who do not co-reside with the care recipient have 
lower physical strain, likely because they do not have to attend to caregiving tasks as 
frequently as individuals residing with their loved one, and do not provide as great a level 
of care intensity (Pinquart & Sorensen, 2007).  This is supported by Berg-Weger et al. 
(2000), who indicate that caregivers who co-reside have greater strain. Also not 
surprising is that men who provide a low/medium level of care intensity have lower 
physical strain. They likely have lower physical strain as a result of providing a lower 
level of care.  Lastly, men who did not seek a respite service or financial help for their 
care recipient had lower physical strain compared to men who did seek such services. 
Since physical strain would likely lead caregivers to seek respite or financial services, it 
is possible that because these men have low physical strain they did not see the need to 
seek such services.  This may be because these men have the finances and informal 
support resources available to help them caregive. 
 Similar to men, women with lower income levels had higher physical strain (of a 
3 and 4) compared to the middle-income and high-income categories.  It is possible that 
women in this lower income category cannot afford to pay someone to provide more 
physically straining care tasks and must complete them on their own. Employed women 
also had lower physical strain (of a 1 or 2).  Employed women may also be able to afford 
paying someone to provide care, resulting in their lower physical strain.  
Contrary to the men’s sample, age was positively correlated with strain among 
women.   This is not surprising, as older caregivers likely have difficulty completing 
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caregiving tasks due to the physically taxing nature of the duties, which they may not be 
able to complete as effectively as younger caregivers who are likely in better physical 
health. 
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                        Table 2. Bivariate Analyses Within Groups, Male Sample 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
*p ≤ .05, **p≤.01, ***p≤.001 
 aSignificant difference is a chi-square test statistic 
                  Male        
    Physical Strain (1-4) 
 1 2 3 4 Sig Diff.a 
Controls 
Income <$50,000 46 17 17 20 23.92*** 
Income $50,000-$99,000 49 24 22 6 
Income $100,000+ 64 24 9 3 
High school or less  42 17 22 20    14.06 
Some college/technical school 52 24 15 8 
College graduate 53 25 17 5 
Graduate work 60 21 12 7 
Main IVs of Interest 
Employed 56 25 14 5    14.89** 
Unemployed 45 17 21 17 
CG Age        0.09  
Sandwich generation 64 21 15 0    8.41* 
Non-sandwich generation   49 22 17 12 
Moderating Variables 
White   57 21 14 8    4.47 
Non-white 46 23 20 12 
Co-residing with CR 25 22 29 24    35.24*** 
Not co-residing with CR   60 22 13 5 
Low/Medium care intensity  59 27 10 4    65.95***  
High care intensity 26 10 35 27 
Related to CR 52 20 18 10    6.45 
Not related to CR   52 39 4 4 
Never use websites   53 20 13 13    7.19 
Rarely use websites 53 22 20 5 
Sometimes use websites 53 22 20 5 
Often use websites 44 28 16 12 
Sought respite service 31 13 34 22    16.76** 
Did not seek respite service   55 23 14 8 
Sought transportation service 47 24 23 7    6.71 
Did not seek trans service   55 21 13 12 
Unpaid informal help for CR 54 21 18 7    7.10 
No unpaid informal help   47 22 13 17 
Paid formal help for CR 49 23 18 11    0.41 
No paid formal help for CR  53 21 17 9 
Sought financial help for CR  34 28 21 17    14.46** 
Did not seek finan help for CR  59 19 15 7 
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     Table 2. Bivariate Analyses Within Groups, Male Sample (cont’d) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
      *p ≤ .05, **p≤.01, ***p≤.001 
 aSignificant difference is a chi-square test statistic 
 
                           Male 
                               Emotional Stress (1-5) 
 1 2 3 4 5 Sig Diff. a 
Controls 
Income <$50,000 38 21 21 9 10 3.94 
Income $50,000-$99,000 35 26 20 13 7 
Income $100,000+ 36 18 26 12 8 
High school or less  45 13 22 10 10 8.84 
Some college/technical school 32 28 18 11 10 
College graduate 35 22 21 15 7 
Graduate work 34 24 28 9 5 
Main IVs of Interest 
Employed 38 24 20 12 6 3.63 
Unemployed 34 20 25 10 11 
CG Age      0.04 
Sandwich generation 42 21 21 9 8 0.86 
Non-sandwich generation   35 23 22 12 8 
Moderating Variables 
White   38 20 22 14 7 3.18 
Non-white 34 25 22 9 10 
Co-residing with CR 22 21 30 16 11   9.44* 
Not co-residing with CR   41 23 19 10 7 
Low/Medium care intensity  42 25 20 8 5        24.90*** 
High care intensity 21 15 28 19 5 
Related to CR 34 23 22 12 9 4.89 
Not related to CR   57 17 17 4 4 
Never use websites   47 19 19 10 5       31.24** 
Rarely use websites 31 36 22 7 5 
Sometimes use websites 27 19 27 15 12 
Often use websites 16 16 24 20 24 
Sought respite service 9 22 34 22 13      13.94** 
Did not seek respite service   40 22 20 10 8 
Sought transportation service 32 29 23 10 13 4.96 
Did not seek trans service   39 18 21 13 8 
Unpaid informal help for CR 32 25 23 11 8 5.17 
No unpaid informal help   46 16 20 11 8 
Paid formal help for CR 30 21 26 12 11 4.66 
No paid formal help for CR  40 23 19 11 7 
Sought financial help for CR  25 15 25 20 14       15.32** 
Did not seek finan help for CR  40 24 21 9 6 
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 Table 2. Bivariate Analyses Within Groups, Male Sample (cont’d)           
*p ≤ .05, **p≤.01, ***p≤.001  
aSignificant difference is a chi-square test statistic
                        Male 
 Financial Hardship (1-4) Social Interaction 
 1 2 3 4 Sig Diff. a 0 1 Sig Diff. a 
Controls 
Income <$50,000 47 22 19 11 13.54* 46 54 5.60 
Income $50,000-$99,000 54 33 10 3 56 37 
Income $100,000+ 62 19 12 7 58 42 
High school or less  47 28 12 13 14.17 48 52 2.39 
Some college/technical school 55 20 18 7 58 42 
College graduate 57 22 16 5 56 44 
Graduate work 57 34 7 2 62 38 
Main IVs of Interest 
Employed 53 29 13 5 4.59 57 43 0.10 
Unemployed 56 20 15 9 55 45 
CG Age     -0.07   -0.07 
Sandwich generation 58 23 17 2 3.23 62 38 1.07 
Non-sandwich generation  53 26 13 8 54 46 
Moderating Variables 
White  59 23 12 5 3.53 61 39 3.68 
 Non-white 48 28 15 8 50 50 
Co-residing with CR 29 25 14 7 36.57*** 65 35 27.92*** 
Not co-residing with CR  62 26 9 4 27 73 
Low/Medium care intensity  61 27 8 4 39.22*** 65 35 23.27*** 
High care intensity 31 22 31 16 31 69 
Related to CR 53 26 14 7 3.40 53 47 9.82** 
Not related to CR  70 22 9 0 87 13 
Never use websites  60 20 9 10 17.80* 57 43 3.39 
Rarely use websites 54 32 12 2 61 39 
Sometimes use websites 51 25 20 3 54 46 
Often use websites 32 36 24 8 40 60 
Sought respite service 41 34 16 9 2.75 41 59 3.37 
Did not seek respite service  56 24 14 6 58 42 
Sought transportation service 50 29 17 5 3.69 57 43 0.10 
Did not seek trans service  57 24 12 8 55 45 
Unpaid informal help for CR 56 26 14 4 6.97 57 43 0.04 
No unpaid informal help  50 24 13 13 55 45 
Paid formal help for CR 58 20 14 8 3.83 58 42 0.34 
No paid formal help for CR  50 30 14 6 54 46 
Sought financial help for CR  58 20 14 8 20.83*** 44 56 6.09* 
Did not seek finan help for CR  50 30 14 6 61 39 
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                                Table 3. Bivariate Analyses Within Groups, Female Sample      
       
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
         *p≤.05, **p≤.01, ***p≤.001 
aSignificant difference is a chi-square test statistic 
 Female 
Physical Strain (1-4) 
 1 2 3 4 Sig Diff.a 
Controls 
Income <$50,000 36 25 20 19  
17.62** Income $50,000-$99,000 41 30 15 14 
Income $100,000+ 53 25 18 5 
HS or less than high school  38 22 19 20  
13.02 Some college/technical school 37 27 20 16 
College graduate 44 27 19 11 
Graduate work 46 32 12 10 
Main IVs of Interest  
Employed 44 29 18 10 11.14** 
Unemployed 39 24 17 20 
CG Age     0.12*** 
Sandwich generation 47 29 17 7 5.56 
Non-sandwich generation   40 26 18 16 
Moderating Variables 
White  44 29 15 13 7.16 
Non-white 38 24 21 17 
Co-residing with CR 31 22 21 26 23.76*** 
Not co-residing with CR   45 29 16 11 
Low/Medium care intensity  49 28 15 7 75.54*** 
High care intensity 20 24 24 33 
Related to CR 40 26 18 16 4.13 
Not related to CR 47 32 14 7 
Never use websites   39 28 17 16 9.78 
Rarely use websites 45 31 14 10 
Sometimes use websites 42 25 21 11 
Often use websites 39 19 21 21 
Sought respite service 17 20 20 42 45.46*** 
Did not seek respite service   44 28 17 11 
Sought transportation service 33 30 20 17 5.43 
Did not seek trans service   44 26 17 14 
Unpaid informal help for CR 42 27 18 13 4.10 
No unpaid help for CR   37 27 17 19 
Paid formal help for CR 35 28 18 20 10.14* 
No paid formal help for CR   45 26 18 11 
Sought financial help for CR  31 25 26 18 13.53** 
Did not seek financial help 44 27 14 14 
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                               Table 3. Bivariate Analyses Within Groups, Female Sample (cont’d) 
*p≤.05, **p≤.01, ***p≤.001 
aSignificant difference is a chi-square test statistic 
 
                                Female 
                                          Emotional Stress (1-5) 
 1 2 3 4 5 Sig Diff.a 
Controls 
Income <$50,000 23 20 29 14  13 9.74 
Income $50,000-$99,000 18 26 24 20 11 
Income $100,000+ 21 25 25 12 17 
HS or less than high school  28 19 25 17 12 13.67 
Some college/technical school 22 21 27 12 18 
College graduate 19 27 28 14 13 
Graduate work 16 27 28 20 11 
Main IVs of Interest 
Employed 20 27 26 15 12 5.86 
Unemployed 22 19 28 16 15 
CG Age      0.06 
Sandwich generation 31 22 27 12 8 8.00 
Non-sandwich generation  19 23 27 16 14 
Moderating Variables 
White  22 23 23 17 14 4.15 
Non-white 20 23 31 14 12 
Co-residing with CR 20 20 25 18 17 4.14 
Not co-residing with CR   22 24 27 15 12 
Low/Medium care intensity  24 27 25 14 10         26.58*** 
High care intensity 14 14 31 20 22 
Related to CR 19 23 27 17 14         26.72*** 
Not related to CR 46 21 25 4 5 
Never use websites   27 22 24 14 12     21.30* 
Rarely use websites 17 30 29 14 10 
Sometimes use websites 18 24 29 17 12 
Often use websites 10 16 30 19 24 
Sought respite service 12 8 31 27 22      18.60** 
Did not seek respite service   23 25 26 14 12 
Sought transportation service 16 23 25 17 19 8.25 
Did not seek trans service   24 23 27 15 11 
Unpaid informal help for CR 20 23 30 14 12 5.17 
No unpaid help for CR   22 21 23 18 16 
Paid formal help for CR 15 20 28 20 17      15.65** 
No paid formal help for CR   25 25 26 12 11 
Sought financial help for CR  10 23 28 23 16      19.26** 
Did not seek financial help 25 23 26 13 12 
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            Table 3. Bivariate Analyses Within Groups, Female Sample (cont’d) 
 
*p≤.05, **p≤.01, ***p≤.001 
aSignificant difference is a chi-square test statistic 
 
                                                                       Female 
 Financial Hardship (1-4) Social Interaction 
 1 2 3 4 Sig Diff.a 0 1 Sig Diff.a 
Controls 
Income <$50,000 49 22 13 16 9.51 46 54 0.79 
Income $50,000-$99,000 59 18 12 10 50 50 
Income $100,000+ 61 17 15 8 50 52 
HS or less than high school 51 17 15 16 17.45* 52 48 3.96 
Some college/technical school 59 19 8 14 50 50 
College graduate 50 27 11 12 41 59 
Graduate work 60 16 18 7 46 54 
Main IVs of Interest 
Employed 58 19 14 9 7.59 48 52 0.04  
Unemployed 51 20 12 16 47 53 
CG Age     -0.05   0.02 
Sandwich generation 61 17 14 7 4.04 56 44 3.36 
Non-sandwich generation 54 20 13 14 46 54 
Moderating Variables 
White 63 16 14 7 29.08*** 49 50 1.21 
Non-white 45 25 11 19 45 55 
Co-residing with CR 44 20 14 22 19.47*** 33 67      
18.49*** Not co-residing with CR 59 20 12 9 53 47 
Low/Medium care intensity 61 18 11 9 25.69*** 57 43 45.40***     
High care intensity 39 25 17 20 25 75 
Related to CR 54 19 14 13 7.62 45 55 10.91** 
Not related to CR 63 26 5 5 68 32 
Never use websites 56 19 12 13 10.63 56 44 15.96** 
Rarely use websites 60 23 8 10 44 56 
Sometimes use websites 52 21 16 11 40 60 
Often use websites 47 16 21 16 34 66 
Sought respite service 37 18 22 23 14.71** 20 80 20.76*** 
Did not seek respite service 57 20 12 11 51 49 
Sought transportation service 51 22 14 13 1.58 45 55 0.52 
Did not seek trans service 57 19 13 12 49 51 
Unpaid informal help for CR 57 20 12 10 5.00 50 50 1.80 
No unpaid help for CR 51 19 14 16 44 56 
Paid formal help for CR 55 20 12 12 0.33 44 56 2.03 
No paid formal help for CR 54 19 14 13 50 50 
Sought financial help for CR  41 27 19 14 15.56** 43 57 1.63 
Did not seek financial help  60 18 11 12 49 51 
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Among women (unlike men), there was no significant difference between those 
who were in the sandwich generation and those who were not regarding physical strain. 
Like the male sample, women who co-resided with their care recipient reported 
higher physical strain. This is likely for the same reason that men who co-resided 
reported higher physical strain. By living with the care recipient, one is more likely to 
complete more hours of caregiving, resulting in greater physical strain.  
Women providing high care intensity had higher physical strain (of a 4 or 5), 
which is possibly related to the more physically taxing nature of providing a high level of 
care to someone. A greater percentage of women who sought a respite service reported 
higher physical strain (of a 4).  Respite provides caregivers with the opportunity to have a 
“break” from their caregiving duties; it also means they get a break from completing the 
physical tasks of caregiving. Women who do not seek respite services therefore may 
experience more physical strain because they do not receive such a “break” from the 
ADL, IADL, and emotional demands of caregiving.  However, this may reflect reverse 
causality, as it is difficult to determine if greater physical strain leads to seeking respite 
services. 
Women whose care recipients receive paid formal help have higher physical 
strain (of a 4) than those who do not.  Having such paid formal help is important in 
reducing physical strain as someone else is completing some of the physical work 
associated with caregiving.   
Lastly, women who sought financial help for their care recipient had higher 
physical strain (of a 3 or 4).  These women may also be in the lower income categories 
because they are seeking financial information for their care recipients perhaps because 
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they are unable to address their care recipients’ financial needs. If this is the case, they 
might also not be able to afford paid help for their care recipient and assume the majority 
of caregiving tasks, which can be physically draining. 
Emotional stress. 
 Men who provide a low/medium level of care intensity have lower emotional 
stress compared to men providing a high level of care intensity.  This is logical, as 
providing a lower level of care intensity is less emotionally straining than high level care 
intensity demands. In addition, since the level of care intensity variable is partially based 
on the number of hours that a person is caregiving per week, those providing low or 
medium levels of care intensity are spending fewer hours with the care recipient, and may 
have an “emotional” break from their caregiving duties.  In addition, those who were co-
residing had higher emotional stress. 
There were also differences among men regarding Internet use for caregiving 
information.  Men who use websites sometimes or often have higher levels of emotional 
stress than men who never or rarely use websites.  It is possible that the men who use 
websites sometimes or often have higher levels of emotional stress, and the men may 
perceive using the technology to seek information as a means to reduce this stress.  
However, the caregiving literature has not examined website use for caregiving 
information on the likert scale this study utilized, and it is difficult to deduce whether this 
finding is mirrored in other research.  However, 74% of a sample in another study 
completed by NAC in 2011 did indicate that reduction of stress was a perceived benefit 
of using caregiving technology. It is possible these men fall into this category and use the 
Internet to allay some of the emotional stress they experience.  
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Men who did not seek respite services as well as those who did not seek financial 
help for their care recipient reported lower levels of emotional stress.  This may be 
related to caregiving being of a lower intensity level for these men, with additional 
services not needed to aid them in their caregiving duties.  Completing a cross tabulation 
between low intensity, not seeking financial help and not seeking transportation services 
confirmed this. A greater percentage of men who were in the low care intensity category 
did not seek financial services or sought transportation services for their care recipient. 
 For women, similar relationships were found concerning within group significant 
differences regarding levels of emotional stress.  As expected, individuals providing high 
levels of care intensity had higher levels of emotional stress. Unlike the male sample, 
women providing care to a relative had higher levels of emotional stress. As indicated in 
the literature, women and men provide similar types of ADL and IADL support, but have 
differed in regard to emotional support provided to a relative care recipient (Chesley & 
Poppie, 2009).  Chesley and Poppie (2009) explained that women caregiving for family 
members had higher psychological distress than men because they were providing more 
emotional support (e.g., addressing worries, complaints) to the care recipient.   
The findings regarding website use for women were similar to those for men, with 
women who had higher emotional stress using the Internet sometimes or often.  This 
suggests the level of stress precipitated the use of the Internet services for these women. 
The reasoning may be the same as it is for men, that use of this technology may be 
perceived as reducing the women’s stress levels.   
Women who sought a respite service, receive paid informal help for the care 
recipient, and sought financial help for their care recipient also had higher levels of 
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emotional stress, compared to their female counterparts.  It is difficult to determine if the 
emotional stress these women were experiencing precipitated getting additional help. 
This may be an issue of reverse causality, where it cannot be stated if the emotional stress 
or seeking services came first. 
Financial hardship. 
  There are also significant differences regarding levels of financial hardship among 
men in the different income categories. As expected, men in the lower income categories 
experienced greater financial hardship.  Providing care to an older adult is costly, 
especially for those in the lower income categories that do not have the resources to pay 
for the costs of care and their own finances simultaneously. As indicated in Chapter 1, 
Evercare and NAC’s 2007 study assessing the cost of caregiving for older adults found 
that caregivers with incomes less than $25,000 spent an average of $5,000 on out-of-
pocket costs related to caregiving, accounting for “more than 20% of the caregiver’s 
annual incomes” (Evercare & NAC, 2007, p. 19).  In addition, 49% of caregivers falling 
within this income level indicated that their finances had worsened since they began 
giving care a higher percentage compared to other income groups.   
 Men co-residing with the care recipient had higher financial strain, and also were 
providing a high level of care intensity. Higher levels of care require more financial costs, 
and therefore it is not surprising that this would result in a greater sense of financial 
hardship on the part of the caregiver.  Also, men who often used websites had higher 
financial hardship (of a 3 and 4). 
 Lastly, a greater percentage of men who sought financial information for their 
care recipient reported higher financial hardship than men who did not seek such 
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information, but this applies only to financial hardship (of a level 4 - very much a 
hardship). It may be that these individuals were in the lower income category and were 
seeking financial information because they cannot afford paid help to provide such care.  
 Non-white women reported greater financial strain (of a 4) than white women.  
There still exists a racial wage gap among women in the United States.  For example, 
“$518 [is] the median weekly earnings for Latinas compared to White women ($703), 
Black women ($595), and Asian women ($751)” (Cardenas, 2012, p. 2). This may also 
relate to cultural beliefs and attitudes in caring for dependents.  For example, African 
Americans are encouraged to provide care within the family, so regardless of financial 
ability to do so, certain cultures continue to provide such care (Dilworth-Anderson et al., 
2005).  
 Since higher earnings are related to higher levels of education, it was not 
surprising that women with lower education reported higher financial hardship.  This may 
be related to the previous finding depicting education gaps in the United States as 
contributing to the income gaps experienced. 
 Women who co-resided with their care recipient had higher financial hardship (of 
a 3 and 4).  Women providing a high level of care intensity also experienced greater 
financial hardship; both of these findings are likely because of the additional demands 
associated with this level of care and co-residing. 
 Women who sought respite services for their care recipient had higher financial 
hardship compared to women in the sample who did not seek such services. Similarly, 
women who sought financial information for their care recipient also had higher financial 
hardship than their female counterparts. It is possible that women sought financial 
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information to see what their care recipient was eligible to receive, as they were unable to 
provide such financial resources based on their own fiscal limitations. 
Impact on social interaction. 
 A greater percentage of men who did not co-reside with their care recipient 
reported that their caregiving resulted in having less time for friends or other family 
members than those who were co-residing with their care recipient.  It is possible that not 
co-residing may impact men’s interactions with others because the free time they would 
have spent otherwise being social is now spent traveling to and/or being with the care 
recipient to tend to their needs. Men who were also providing a high level of care 
intensity indicated caregiving negatively impacted their social interaction with others. 
This is not surprising, as a high level of care intensity suggests more time spent meeting 
caregiving demands.  
 Men who were related to their care recipient, reported that “yes,” their social 
interaction with others was negatively impacted compared to male counterparts who 
indicated that they were not socially impacted by caregiving. If the men are caring for a 
relative, it is possible they are co-residing with the care recipient, which means less time 
socializing with others and more time providing care.  Men who sought financial help 
reported having less time for social interaction than those who did not seek financial help.  
As confirmed by a cross tabulation, a higher percentage of men who are employed seek 
financial information for the care recipient. These men, although employed, may be 
seeking financial information for the care recipient because they feel the financial strain 
of supporting their families as well as their care recipient. Since employment status is 
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dichotomized in this study, it is possible that this is particularly the case for part-time 
employed men, who do not have as high incomes as men that are full-time employed. 
 Women co-residing with their care recipient reported an impact on social 
interaction as well as provided a high level of care intensity.  Also, women who were 
related to their care recipient reported a negative impact on social interaction with others 
as well. Co-residing with a care recipient means more time with the care recipient 
providing care and less time socializing with others.   Also, more of the care recipients 
the women were co-residing with were relatives.   
 Women that used websites rarely, often, or sometimes all reported that 
caregiving had resulted in their in seeing friends or family members less. As confirmed 
by a cross tabulation, women who received unpaid help had higher percentages of using 
websites rarely, often, or sometimes. Interacting with friends and family through an 
informal support capacity is not the same as socializing for leisure or pleasure. Therefore, 
while these women still had interaction with others it was based on their caregiving role.  
They may seek website information not only for caregiving information but also as a 
means to connect with other caregivers.  However, this cannot be confirmed based on the 
data collected for this study.   
 Lastly, a higher percentage of women who sought respite services also reported 
a negative impact on social interaction. Reduced social interaction might be a catalyst to 
seek respite care so that these caregiving women could reduce the social isolation they 
were experiencing. 
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Multivariate Analyses 
 Table 4 provides a summary for each of the 6 hypotheses, and whether or not 
they were supported by the data analyses. 
Table 4. Supported and Not Supported Hypotheses       
Hypothesis Table Status  Description of Partial Support 
1 5 Not 
supported 
N/A 
 
2 6 Partial 
support 
Men:  lower emotional stress, lower 
physical strain, & less impact on social 
interaction 
 
3 7 Not 
supported 
N/A 
 
4 8 Not 
supported 
N/A 
 
5 9 Not 
supported 
N/A 
 
6 10 Not 
supported 
N/A 
  
Please note, in tables 5 through 10, rather than constants, there are cut points in 
the tables. Cut points indicate where the outcome variable is cut to make the groups 
observed in the data (e.g., Emotional stress ranges from 1-5, so there are 4 cut points).   
In ordinal regression, the ordered dependent variable is seen as a proxy variable used to 
measure an underlying latent construct. Several cut points (a.k.a. thresholds) are created 
that are used to differentiate the adjacent levels of this latent dependent variable. STATA 
reports the estimated cut points on the latent variable used to differentiate between m-1 
levels of the dependent variable when values of the predictor variables are evaluated at 
zero (UCLA, 2013b). For example, in Table 5, participants that had a value of .30 or less 
on the underlying latent variable that gave rise to the financial hardship variable were 
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classified as low financial hardship when values of all of the predictor variables in the 
model were 0. 
Hypothesis 1: Caregiving men will report higher financial hardship and 
more website use than caregiving women. 
 
For hypothesis 1, there was an 80% probability of detecting an effect size of 
f2=.0096 (a small effect according to Cohen’s (1988) conventions where .02 is small) 
with a two-tailed Type I error rate of 5% under these sample size constraints (see Figure 
5, Chapter 3). 
Counter to hypothesis 1, the odds of experiencing financial hardship were not any 
higher (or lower) for men than for women (see Table 5). Likewise, the odds of using 
websites were not any higher (or lower) for men than for women.   
 
Table 5. Hypothesis 1: Effect of Sex on Financial Hardship and Website Use 
Note. The Bonferroni correction did not apply given that only a single relationship was being 
assessed (not including the controls) in each of these models, thus a significance criterion of 
p≤.05 was retained (*p ≤ .05, **p ≤.01, ***p ≤ .001); Findings represent results of ordinal 
regression analyses. aReference group is high income, bReference group is less than/high school 
graduate. 
 
Although differences by sex were not found, there were distinctions in regard to 
income and education level for both the financial hardship and website use outcomes. For 
 Financial Hardship (1-4) 
OR (SE) 
Website Use (1-4) 
OR (SE) 
Controls   
Low income  1.67 (0.33)*      0.39 (0.08)*** 
Middle incomea 1.11 (0.21) 0.79 (0.14) 
Some college 0.75 (0.14)      2.63 (0.54)*** 
College grad 0.99 (0.19)      3.25 (0.68)*** 
Graduate workb 
Independent Variable 
Male 
0.78 (0.16) 
 
0.98 (0.14) 
     4.76 (1.05)*** 
 
0.88 (0.13) 
/cut1 0.30 (0.23) 0.34 (0.23) 
/cut2 1.31 (0.23) 1.30 (0.24) 
/cut3 2.29 (0.25) 2.67 (0.25) 
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those with a low income, the odds of experiencing a great deal of financial hardship (4) 
compared to anything less than a great deal of hardship (1-3) were 67% higher compared 
to those with a high income (reference group) (OR= 1.67, p≤.05). Individuals with lower 
incomes may experience a greater financial burden in the costs associated with caring for 
a loved one, with caregiving expenses accounting for a greater proportion of their total 
incomes.  
Differences were also found regarding the odds of website use and income level.  
The odds of using websites often (4) compared to never (1), rarely (2), and sometimes (3) 
were 39% lower for those with low income than for those with high income (OR= .39, 
p≤.001). Individuals in the lower income category, in addition to experiencing greater 
financial burden, use websites for information on caregiving less than those of middle to 
high income.  This speaks to the “digital divide” (Blackburn, Read, & Hughes, 2005) 
between those who have access to the Internet at home and those who may not.  Previous 
research that examined caregiver perspectives on the Internet found that there were 
barriers to Internet use among some participants. Access to computer equipment at home 
or elsewhere was an issue for some, as was the importance of having time to access this 
resource. This was partly attributed to the cost of equipment which some could not 
afford, which is possibly the case for the low-income participants in this study.  While 
computers are publicly available (e.g., at libraries), some caregivers simply did not have 
time to “surf the web” to gain the necessary information needed (Read & Blackburn, 
2005).  Another barrier might be a lack of understanding in how to use this resource.  
Without available training, certain individuals (e.g., older caregivers) may not know how 
to use this resource. Lai et al. (2013) found that with the provision of online and onsite 
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training for family caregivers, caregivers mentioned a great gain from the workshop that 
informed their ability to deal with caregiving issues. NAC’s (2011) e-connected family 
caregiving survey explored the perceived barriers to technology caregivers experience. In 
the NAC study, 37% percent indicated that they believed the technology would be 
expensive, and 22% indicated that they felt the technology would not solve or address 
their caregiving issues. This finding indicates an opportunity for policy change, such as 
covering technology costs, as well as the provision of educational programs teaching 
caregivers how to use the Internet effectively to aid in their caregiving role. 
Results also indicate that those that have some college education had 2.63 greater 
odds of often using websites (4) versus to never, rarely, and sometimes (1-3 respectively), 
compared to those with a high school/less than high school education (OR= 2.63, 
p≤.001). Those with a college education are three times as likely to use websites often (at 
a 4) for caregiving information than those with a high school/less than high school 
education (OR=3.25, p≤.001). And, those with graduate education are more than 4 and a 
half times as likely to use websites often for caregiving information than those with a 
high school education or less. (OR=4.76, p≤.001).  This indicates that the higher a 
caregiver’s education level, the more he or she uses the Internet to seek caregiving 
information. It is possible this is related to the income finding reported above. Based on 
the positive relationship between income and education (higher education, higher 
income) (Evercare & NAC, 2009), it is not surprising that individuals with lower 
education also do not use websites as frequently. In addition, individuals with lower 
educational levels may not have used website resources as frequently as those of higher 
income levels because they are not as accustomed to using such technology as one might 
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be in a college/graduate atmosphere, or in a more demanding work setting. Also, those 
with lower incomes may not work with such technology on a regular basis, or be 
discouraged from using the Internet for personal use at their job site. They also may not 
have the time to access public Internet because of the hours they work or the time 
involved in providing care to a loved one. 
Hypothesis 2: Caregiving men will report decreased emotional stress, 
decreased physical strain, decreased impact on social interaction, and 
decreased use of informal and formal services than caregiving women. 
 
 For hypothesis 2, there was a 80% probability of detecting an effect size of 
f2=.0097 (a small effect according to Cohen’s (1988) conventions where .02 is small) 
with a two-tailed Type I error rate of 5% under these sample size constraints (see Figure 
5, Chapter 3). 
As seen in Table 6, there was some support for hypothesis 2. While sex 
differences were found in emotional stress, physical strain, social interaction, unpaid 
help, and transportation use, not all of the effects were in the hypothesized direction.  
Previous research supports sex differences particularly in regard to emotional stress (e.g., 
as caregiver burden and depression), with women experiencing more emotional stress 
than men (Miller & Cafasso, 1992; Pinquart & Sorensen, 2006). 
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              Table 6. Hypothesis 2: Effect of Sex on Emotional Stress, Physical Strain, Social Interaction, 
            and Service Utilization  
Note. The Bonferroni correction did not apply given that only a single relationship was being 
assessed (not including the controls) in each of these models, thus a significance criterion of p≤.05 
was retained. (*p ≤ .05, **p ≤.01, ***p ≤.001); Emotional stress and physical strain results 
represent ordinal regression analyses and the remaining results represent logistic regression 
analyses.  
aReference group is high income, bReference group is less than/high school graduate. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 Emotional Stress 
(1-5) 
OR (SE) 
Physical Strain 
(1-4) 
OR (SE) 
Social 
Interaction 
(0/1) 
OR (SE) 
Unpaid Help 
(0/1) 
OR (SE) 
Controls 
Low incomea 
     
     0.98 (0.18) 
      
  2.01 (0.39)*** 
  
  1.32 (0.27) 
 
   0.59 (0.14)* 
Middle income      1.03 (0.18) 1.61 (0.29)** 0.89 (0.17)    1.27 (0.29) 
Some collegeb      1.19 (0.21)      0.80 (0.14) 1.00 (0.19) 1.76 (0.36)** 
College grad      1.16 (0.21)      0.76 (0.15) 1.42 (0.29) 1.98 (0.44)** 
Graduate work      1.15 (0.23)      0.66 (0.13)* 1.19 (0.26)    2.27 (0.55)*** 
Independent Var 
Male 
  
   0.54 (0.07)*** 
      
     0.75 (0.11)* 
   
  0.74 (0.11)* 
 
   1.39 (0.23)* 
/cut 1      -1.13 (0.22)     -0.09 (0.22) 0.89 (0.21)    1.25 (0.32) 
/cut2     -0.11 (0.21)      0.99 (0.22)   
/cut3      1.01 (0.22)      2.08 (0.23)   
/cut4      1.15 (0.23)    
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             Table 6. Hypothesis 2: Effect of Sex on Paid Help, Respite, Transportation, and Seeking Financial  
             Help for the Care Recipient (cont’d)      
Note. The Bonferroni correction did not apply given that only a single relationship was being 
assessed (not including the controls) in each of these models, thus a significance criterion of p≤.05 
was retained. (*p ≤ .05, **p ≤.01, ***p ≤.001); Emotional stress and physical strain results 
represent ordinal regression analyses and the remaining results represent logistic regression 
analyses.  
aReference group is high income, bReference group is less than/high school graduate. 
 
As hypothesized, the odds of having an emotional stress score of 5 versus 1, 2, 3, 
or 4 were 54% lower for men than for women. Previous literature indicates that women 
report higher emotional stress than men in caregiving (Chesley & Poppie, 2009). Counter 
to my hypothesis, men have greater odds of having unpaid help for their care recipient 
(e.g., from friends and family) (OR=1.39, p≤.05), and also have greater odds of seeking 
services such as transportation for their care recipient (OR=1.48, p≤.05).  Brazil et al. 
(2009) indicated females also had lower odds of receiving informal help due to the 
gendered nature of caregiving. In regard to seeking transportation services, men might 
find this type of service acceptable, in light of their higher employment than women in 
 Paid Help (0/1) 
OR (SE) 
Respite  
(0/1)  
OR (SE) 
Transport. 
Use (0/1) 
OR (SE) 
$ Help for  
CR (0/1) 
OR (SE) 
 
Controls 
Low incomea 
  
  0.70 (0.15) 
 
1.22 (0.40) 
    
   0.72 (0.16) 
   
  0.69 (0.17) 
Middle income     0.99 (0.20) 1.33 (0.41)    0.73 (0.15)   1.13 (0.25) 
Some collegeb     1.42 (0.29) 1.21 (0.40)    1.21 (0.25)   0.97 (0.22) 
College grad     1.34 (0.29) 1.37 (0.47)    1.18 (0.26)   0.87 (0.21) 
Graduate work   2.00 (0.46)** 2.10 (0.73)    0.97 (0.23)   0.97 (0.24) 
Independent Var 
Male 
 
    0.97 (0.15) 
 
1.09 (0.26) 
 
1.48 (0.23)* 
   
  1.05 (0.18) 
/cut 1  0.63 (0.15)*        0.07 (0.03)***    0.49 (0.12)**   0.38 (0.10)*** 
/cut2     
/cut3     
/cut4     
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the study sample, and therefore need to help transfer care recipients while they are at 
work.   
The odds that caregiving had an impact on social interaction versus having no 
impact was 74% lower for men than women (OR= .74, p≤.05).  This finding supports my 
hypothesis, and may relate to previous research and Role Theory indicating that women 
tend to be the kinship keepers in families, and remain better connected to family and 
friends than do men (Kramer, 2005).  Women therefore may feel an impact on social 
interaction with others more when they assume the caregiving role, as they may not have 
as much time as previously to spend with friends and family when attending to care 
recipient needs.   
In regard to physical strain, my hypothesis was supported: the odds of having a 
physical strain score of a 4 are 75% lower for men than for women (OR= .75, p≤.05). It 
may be that women assume more of the physical tasks of caregiving. As indicated in 
previous work, men are more likely to handle issues such as financial management in the 
family, while women attend to more hands-on tasks (MetLife, 2003).   
Hypotheses 3 through 6. 
 Results of hypotheses 3, 4, 5, and 6 are presented in tables 7, 8 9, and 10, 
respectively. The significant findings for men and women are presented in separate 
columns, followed by results of a Chow test indicating whether or not there was a 
significant difference between the male and female coefficients. 
Each of the interaction terms presented in the final models was significant when 
entered by themselves and thus were retained in the models.  However, they did not 
always remain significant in the final models.   
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Hypothesis 3: Co-residence, level of care intensity, race, relative, and all forms 
of service use will moderate relationships between the independent variables 
and emotional stress.  
 
 For hypothesis 3, for the male sample, there was an 80% probability of detecting 
an effect size of f2=.054 (a small- to medium-sized effect according to Cohen's 
conventions where .02 is small and .15 is medium) with a two-tailed Type I error rate of 
.5% under these sample size constraints (see Figure 5, Chapter 3). The women's sample 
had a 99% chance of detecting such an effect. Given that none of the primary variables of 
interest were significant in this model, this has little effect on the findings.  However, it is 
possible that a small effect (f2<.036 but ≥.026) went undetected in the men's model that 
the women’s model would have had the power to detect, but did not. 
Although the relationship to the care recipient (relative) was included in the 
hypothesis, it was removed from this model as a result of zero cell issues (meaning cell 
sizes less than 4 for the dependent variable emotional stress). Since this was the case for 
the female sample, it was also removed for the men’s model for consistency.  This 
hypothesis was not supported, as described below and depicted in Table 7. 
Male caregivers. 
 Men who provide a high level of care intensity to their loved ones have almost 
three and a half times increased odds of high emotional stress (of a 5), compared to men 
who provide a low to medium level of care intensity (OR=3.35, p≤.001). This may be 
attributed to co-residing with a care recipient. Co-residence often results in providing 
higher levels of care intensity because of living with the person and providing care more 
frequently. This is not surprising, as living with a care recipient results in greater 
caregiving demands on a more regular basis (Berg-Weger et al., 2000).  In addition, if it 
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is necessary to co-reside with a loved one, there are often factors that preclude the care 
recipient’s ability to live alone, such as needing a higher level of care provided to him or 
her. Such caregiving demands may result in greater emotional stress as opposed to having 
physical distance delineation from the care recipient. 
Female caregivers. 
 Like men, female caregivers who provide a high level of care intensity have 2.33 
(p≤.000) greater odds of higher emotional stress compared to women providing 
low/medium levels of care intensity.  This makes sense considering that a higher level of 
care means greater demands placed on the caregiver.    
Significant differences between men and women. 
 The Chow test yielded two significant results indicating a difference in the 
equality of the male and female model coefficients. Although being a sandwich 
generation caregiver had no significant effect on caregivers’ emotional stress in the male 
or female models, the Chow test indicated a significant difference between the male and 
female coefficients on this variable (F = 4.46, p<.05).  There was a positive relationship 
between being a sandwich generation caregiver and emotional stress for men, meaning 
that sandwich generation males experienced higher emotional stress.  For women, the 
effect was negative, meaning that female sandwich generation caregivers had lower 
emotional stress.  As explained in an earlier chapter, in this study, sandwich generation 
caregivers are operationalized as those caring for an older adult and a child, and are also 
currently employed.  It is possible that the difference in experience of emotional stress for 
the men and women in this result lies in the employment part of the sandwich generation 
variable.  The literature explains that employed women are more likely to use work 
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modifications than men (MetLife, 2003), and perhaps the women experience lower 
emotional stress because they use such modifications compared to the male sample. 
 The second significant Chow test concerned the effect of being unemployed and using 
the web sometimes (F = 4.71, p≤.05). Men who were unemployed and used the web sometimes 
reported higher emotional stress. Women who were unemployed and used the web sometimes 
reported a lower level of emotional stress. Since women are more emotionally stressed they may 
utilize the Internet for resources on caregiving that may alleviate some of the stress they 
experience.
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Table 7. Hypothesis 3: Moderators of Independent Variables and Emotional Stress 
Note. p-value after Bonferroni correction is .005, which was adjusted based on the 
number of relationships being tested in the final model; *p≤.005, **p≤.001, ***p≤.000; 
a Indicates significant differences in regression coefficients for the men’s sample 
compared to the women’s sample; the Bonferroni correction does not apply here given 
that a single relationship is being tested.; bp≤.05,cp≤.01. Reference groups = xhigh 
income, yless than high/high school graduate, znever use the web. 
 
 Emotional Stress (1-5)  
          Men  
      OR (SE) 
Women 
OR (SE) 
Chow 
Test (F)a 
Control Variables    
Low incomex 1.01(0.39)  0.97(0.24)  0.01 
Middle Income 0.84(0.27)  1.08(0.26)  0.38 
Some collegey 1.04(0.40)  1.35(0.31)  0.28 
College 0.94(0.38)  1.12(0.28)  0.11 
Grad work 0.74(0.33)  1.12(0.29)  0.60 
Independent Variables 
Unemployed 
 
0.90(0.48) 
 
 0.83(0.28) 
  
     0.02  
CG Age 1.03(0.02)  1.01(0.01)  0.35 
Sandwich 2.58(1.68)  0.45(0.19)    4.46b 
Moderator Variables 
Non-white 
 
1.71(0.56) 
  
 0.85(0.20) 
  
 2.88 
Co-resides 2.11(0.76)  1.08(0.25)  2.49 
High level of care intensity      3.35(1.18)**         2.33(0.54)***  0.68 
Rarely use the webz 1.67(0.77)  0.86(0.30)  1.49 
Sometimes use the web 1.91(0.99)  1.15(0.42)  0.69 
Often use the web 4.87(3.13)  1.74(0.71)  1.80 
Respite 1.77(0.81)  1.70(0.52)  0.01 
Transportation 0.91(0.24)  1.14(0.22)  0.41 
Unpaid help 1.41(0.44)  0.76(0.14)  2.63 
Paid help 1.55(0.46)  1.63(0.33)  0.02 
Financial information for CR 2.32(0.91)  1.56(0.40)  0.64 
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Table 7. Hypothesis 3: Moderators of Independent Variables and Emotional Stress (cont’d) 
Note. p-value after Bonferroni correction is .005, which was adjusted based on the number of 
relationships being tested in the final model; *p≤.005, **p≤.001, ***p≤.000; a Indicates 
significant differences in regression coefficients for the men’s sample compared to the 
women’s sample; the Bonferroni correction does not apply here given that a single 
relationship is being tested.; bp≤.05,cp≤.01.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
                     Emotional Stress (1-5)  
          Men  
      OR (SE) 
Women 
OR (SE) 
Chow Test 
(F)a 
Interaction Variables 
Unemployed X non-white 
 
0.30(0.16) 
  
 1.02(0.34) 
  
3.62 
Unemployed X rare web 2.32(1.67)  1.53(0.73) 0.23 
Unemployed X some web 5.76(4.31)  0.79(0.39)   4.71b 
Unemployed X often web  1.36(1.35)  1.23(0.74)  0.01 
Unemployed X financial info for CR 1.20(0.70)  0.89(0.35)  0.16 
CG age X high level of care intensity 1.03(0.02)  0.99(0.01)  1.76 
CG age X rare web 0.99(0.02)  0.96(0.02)  0.88 
CG age X some web 0.96(0.03)  1.00(0.02)  1.08 
CG age X often web 0.92(0.03)  0.96(0.03)  0.76 
Sandwich X Co-reside 0.67(0.60)  0.91(0.53)  0.10 
Sandwich X high level of care 
intensity 
0.12(0.13)  0.78(0.45)  1.91 
Sandwich X rare web 0.54(0.49)  1.61(1.11)  0.80 
Sandwich X some web 1.31(1.16)  2.91(1.87)  0.52 
Sandwich X often web 0.11(0.15)  2.00(1.59)  2.12 
Sandwich X respite 0.31(0.35)  0.48(0.35)  0.08 
Sandwich X paid help 0.93(0.66)  0.88(0.41)  0.00 
Cut 1/ 0.90(0.57)      -1.04(0.38)   7.28c 
Cut 2/ 2.12(0.58)  0.18(0.38)   7.11c 
Cut 3/ 3.63(0.60)  1.48(0.39)   8.33c 
Cut 4/ 4.79(0.63)  2.55(0.40)   8.51c 
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Hypothesis 4: Race will moderate relationships between the independent 
variables and financial strain.  
 
 For hypothesis 4, with the male sample, there was an 80% probability of detecting 
an effect size of f2=.036 (a small- to medium-sized effect according to Cohen's 
conventions where .02 is small and .15 is medium) with a two-tailed Type I error rate of 
2.5% under these sample size constraints (see Figure 5, Chapter 3).  However, the 
women's sample had a 99% chance of detecting such an effect. Thus, there is a small 
chance that the significant effect of non-white for women, but not for men, could be due 
to differences in power across models. Regardless, the Chow test indicates that the 
strength of these coefficients do not differ significantly between men and women.  
Counter to hypothesis 4, race was not found to moderate the relationship between 
the main independent variables of interest and financial strain (see Table 8). Being non-
white was significant as a main effect in the women’s model (but not in the men’s), but 
not as an interaction effect. The main effect result indicated that non-white women had 
almost twice the odds of greater financial strain (of a 4), compared to white women. This 
is not surprising, as non-white women have lower incomes than white women (Hounsell, 
2008), and therefore likely experience greater financial strain in the caregiving role.   
Significant differences between men and women. 
No significant differences were found between men and women in terms of the 
strength of the effect on emotional stress. 
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         Table 8. Hypothesis 4: Race as a Moderator of Independent Variables and Financial Hardship 
 
Note. p-value after Bonferroni correction is .025, which was adjusted based on the number of 
relationships being tested in the final model; *p≤.025, **p≤.01, ***p≤.001; aIndicates significant 
differences in regression coefficients for the men’s sample compared to the women’s sample; the 
Bonferroni correction does not apply here given that a single relationship is being tested.  
bReference group is high income, cReference group is less than/high school graduate. 
 
 
Hypothesis 5: Co-residence, race, relative, and level of care intensity will moderate 
relationships between the independent variables and physical strain. 
 
 For hypothesis 5, the male sample had a 80% probability of detecting an effect 
size of f2=.03 (a small- to medium-sized effect according to Cohen’s conventions) with a 
two-tailed Type I error rate of 5% under these sample size constraints (see Figure 5, 
Chapter 3). However, the women’s sample had a 98% chance of detecting such an effect.  
The men’s effect didn’t show in the results because of the sample size difference and 
 Financial Hardship 
(1-4) 
 
 Men 
OR (SE) 
Women 
OR (SE) 
Chow Test (F)a 
 
Controls Variables    
Low incomeb 1.73(0.66) 1.41(0.36) 0.18 
Middle income 1.07(0.34) 1.05(0.27) 0.00 
Some collegec 0.81(0.28) 0.67(0.15) 0.20 
College 0.81(0.29) 0.89(0.21) 0.04 
Graduate work 0.72(0.29) 0.76(0.19) 0.01 
Independent Variables    
Unemployed 1.29(0.50) 1.14(0.29) 0.07 
CG Age 0.99(0.01) 1.00(0.01) 0.70 
Sandwich 0.66(0.22) 0.67(0.18) 0.00 
Moderator Variables    
Non-white      1.79(0.55)    1.86(0.44)** 0.01 
Interaction Variables    
Unemployed X Minority 0.45(0.23) 1.07(0.38) 1.82 
CG Age X Minority 1.01(0.02) 0.97(0.01) 1.84 
/Cut 1 0.29(0.43) 0.49(0.32) 0.13 
/Cut 2 1.55(0.44) 1.42(0.32) 0.06 
/Cut 3 2.85(0.48) 2.32(0.33) 0.75 
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lower power compared to the women’s sample.  Regardless, the Chow test indicates that 
the strength of these coefficients do not differ significantly between men and women. 
Although relationship to the care recipient and sandwich generation were included 
in hypothesis 5, these variables were removed from this model as a result of zero cell 
issues (meaning cell sizes less than 4 for the dependent variable physical strain). The 
variables were removed from both the male and female models for consistency. This 
hypothesis was not supported. 
Male caregivers. 
 As can be seen in Table 9, non-white men have almost two times the odds 
(OR=1.70, p.≤05) of physical strain compared to white men. This may relate to health 
disparities among whites and non-whites, manifesting as greater physical strain. For 
example, “African Americans have higher rates of diabetes, hypertension, and heart 
disease than other groups. Nearly 15 percent of African Americans have diabetes 
compared with 8 percent of whites” (Russell, 2010, p. 2) 
Men who co-resided with the care recipient had a greater physical strain (of a 5) 
(OR=2.31, p≤.01). Men who provided a high level of care intensity were five times as 
likely to have (OR=5.10, p≤.001) greater increased physical strain (of a 5), compared to 
men who did not co-reside or did not provide a high level of care intensity to the care 
recipient.  These findings are not surprising, as living with the care recipient, and 
providing a high level of care intensity both suggest greater caregiving demands being 
placed on the caregiver, resulting in more physical strain as a result of providing more 
intense levels of care.   
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 Female caregivers. 
Unlike men, with every year increase in age for women was associated with 1% 
greater odds of high physical strain (OR= 1.01, p≤.05).  Although this difference is not 
marked, this is likely a result of being of older age and possibly being unable to complete 
certain physical tasks as a result of possessing less physical strength.  
Similar to men, non-white women have 39% higher odds of increased physical 
strain compared to white women (OR= 1.39, p≤.05). This likely relates to levels of 
impaired or compromised health. Since physical strain is a self-reported measure in the 
present study, it must be compared to other research regarding self-perceptions of health. 
Similar results were found in other literature, indicating that all women reported lower 
health; however, compared to whites, “being black [was] associated with lower reported 
health status” (Franks, Gold, & Fiscella, 2003, p. 2508). 
Also like men, women who provide a high level of care intensity have three times 
the odds of increased physical strain (of a 4) compared to women providing a 
low/medium level of care intensity (OR= 3.25, p≤.001).  Again, this is not surprising as 
providing a high level of care intensity may be more physically taxing.  Also, the 
accumulated effects of providing physical care would influence this, as caregiver health 
declines after long periods of caregiving (Schulz & Beach, 1999). 
Significant differences between men and women. 
No significant differences were found between men and women in terms of the 
strength of the effect on physical strain. 
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        Table 9. Hypothesis 5: Moderators of Independent Variables and Physical Strain 
Note. p-value after Bonferroni correction is .05, which was adjusted based on the number of 
relationships being tested in the final model. (*p ≤ .05, **p ≤.01, ***p ≤ 001); aIndicates significant 
differences in regression coefficients for the men’s sample compared to the women’s sample; the 
Bonferroni correction does not apply here given that a single relationship is being tested.  
xReference group is high income, yReference group is less than/high school graduate. 
 
Hypothesis 6:  Website use will moderate the relationships between the 
independent variables and social interaction. 
 
For hypothesis 6, the male sample had an 80% probability of detecting an effect 
size of f2=.03 (a small- to medium-sized effect according to Cohen’s conventions) with a 
two-tailed Type I error rate of 5% under these sample size constraints (see Figure 5, 
Chapter 3). However, the women’s sample had a 99% chance of detecting such an effect.  
The men’s effect didn’t show in the results because of the sample size difference and 
lower power compared to the women’s sample.  Regardless, the Chow test indicates that 
the strength of these coefficients does not differ significantly between men and women. 
 Physical Strain 
(1-4) 
 
 Men 
OR (SE) 
Women 
OR (SE) 
Chow Test (F)a 
 
Control Variables    
Low incomex       1.78(0.68)      1.37(0.34) 0.37 
Middle income       1.72(0.57)      1.40(0.34) 0.29 
Some collegey       0.63(0.23)      1.04(0.23) 1.25 
College       0.70(0.26)      0.83(0.20) 0.13 
Graduate work       0.78(0.33)      0.74(0.18) 0.01 
Independent Variables 
Unemployed 
 
      1.40(0.45) 
 
     0.81(0.17) 
  
2.14 
CG Age       1.01(0.01)  1.01(0.01)* 0.01 
Moderator Variables    
Non-white 1.70(0.43)*  1.39(0.24)* 0.44 
Co-reside   2.31(0.73)**      1.14(0.23) 3.20 
High level of care intensity     5.10(2.13)***      3.25(0.90)*** 0.66 
Interaction Variables 
Unemployed X High intensity 
  
 0.69(0.39) 
  
     1.43(0.52) 
 
0.95 
/Cut 1       0.98(0.44)      0.19(0.28) 2.21 
/Cut 2       2.20(0.45)      1.45(0.29) 1.83 
/Cut 3       3.74(0.50)      2.61(0.31) 3.68 
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As can be seen in Table 10, website use did not emerge as a significant moderator 
for the female or male model.  In terms of main effects, only the web use variables in the 
female model were significant. Women who used the web rarely, sometimes, or often for 
caregiving information had greater odds of experiencing a negative impact on social 
interaction with others, compared to women who never use the web.  More specifically, 
women who use the web rarely have almost twice the odds of experiencing a negative 
impact on social interaction with others, compared to women who never use the web 
(OR=1.73, p≤.05). Women who use the web sometimes for caregiving information have 
twice the odds of a negative impact on social interaction compared to women who never 
use the web (OR=2.22, p≤.01).  Lastly, women who often use the web for caregiving 
information have almost three times the odds of impact on decreased social interaction 
compared to women who never use the web (OR=2.79, p≤.001).   
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                  Table 10. Hypothesis 6: Website Use as a Moderator of the Independent Variables and   
                  Social Interaction 
 
Note. p-value after Bonferroni correction is .05, which was adjusted based on the 
number of relationships being tested in the final model. (*p ≤.05, **p ≤.01, ***p 
≤.001); aIndicates significant differences in regression coefficients for the men’s 
sample compared to the women’s sample; the Bonferroni correction does not apply 
here given that a single relationship is being tested.  
bReference group is high income, cReference group is less than/high school 
graduate. 
 Impact on Social Interaction (0/1)  
 Men 
OR (SE) 
Women 
OR (SE) 
Chow Test 
(F)a 
 
Control Variables    
Low income  1.66(0.65)     1.56(0.43) 0.02 
Middle incomeb  0.80(0.27)     0.98(0.26) 0.20 
Some college  0.73(0.27)     0.94(0.23) 0.32 
College  0.90(0.35)     1.41(0.38) 0.92 
Graduate workc  0.61(0.28)     1.10(0.31) 1.26 
Independent Variables    
Unemployed  0.86(0.26)     0.91(0.18) 0.02 
CG Age  0.99(0.01)     1.00(0.01) 1.47 
Sandwich  0.58(0.21)     0.69(0.19) 0.14 
Moderator Variables    
Rarely use the web  0.94(0.33)     1.73(0.44)* 2.05 
Sometimes use the web       1.37(0.47)  2.22(0.56)** 1.32 
Often use the web   2.37(1.14)     2.79(0.85)*** 0.09 
/Constant       0.94(0.41)     0.62(0.21) 0.53 
  
88 
Although it was not examined in this study, it is possible that these women are 
using the Internet for caregiving information, including caregiver support groups.  
Perhaps women who experience a greater impact on social interaction perhaps use the 
web as a means to socially interact with others, in addition to gaining other caregiving 
information. Or, such use mitigates their lack of contact with others including medical 
professionals who may provide such caregiving information. Use of these sites may 
supplement this social loss, resulting in caregivers feeling more connected to other 
caregivers and health professionals. It is important to note, however, that the strength of 
this effect did not differ between men and women even though it was non-significant 
among the men. 
Significant differences between men and women. 
No significant differences were found between men and women in terms of the 
strength of the effect on emotional stress. 
Conclusion 
Many of the findings presented have implications for social work practice and 
policy, and suggest the development of program services geared toward caregivers’ 
needs. As this is one of the first studies to examine a large group of male caregivers, and 
these men are of key interest in this dissertation, key findings on this sample are 
summarized in the succeeding chapter, and possible implications are suggested. 
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Chapter Five: Study Implications, Limitations, and Suggestions for Future 
Research 
 
Summary of Key Findings 
As presented in chapter 4, support for the hypothesized relationships between 
variables and the influence of moderating factors was mixed, yet a number of main effect 
findings were identified. For example, while hypothesis 1 was not supported, results 
showed that individuals in the low-income group category reported greater odds of higher 
financial hardship, and also used websites less than those in the high-income category. 
Those with a high school or less than high school education had lower odds of using 
websites for caregiving information compared to individuals in all other education 
categories.  Hypothesis 2 was partially supported, with caregiving men reporting 
decreased emotional stress, physical strain, and negative impact on social interaction 
since beginning caregiving compared to females. 
In regard to hypothesis 3, none of the postulated variables moderated the 
independent variables and emotional stress. There was only one significant main effect 
finding in both the male and female models. Providing a high level of care intensity to 
one’s care recipient was significant in each of the models, and related to having higher 
emotional stress.  Hypothesis 3 was the only hypothesis with significant Chow test 
findings. Being a sandwich generation caregiver related to higher emotional stress for 
men.  Female sandwich generation caregivers reported lower emotional stress.  The 
second significant Chow test showed that men who were unemployed and using the web 
“sometimes” experienced more emotional stress, with the opposite relationship found for 
women.  Hypothesis 4 was not supported, as race was not found to moderate  
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the relationship between the independent variables and financial strain. However, being a 
non-white female was significant and indicated that non-white women report greater 
financial hardship compared to white women.  
Although none of the hypothesized variables moderated the relationships between 
the independent variables and physical strain in hypothesis 5, there were a number of 
main effect findings in the male model. Men co-residing with the care recipient had 
greater physical strain, and men providing a high level of care intensity had greater odds 
of greater physical strain.  Further, non-white men reported higher physical strain than 
Caucasian men.  Women providing a high level of care intensity had greater odds of 
greater physical strain.  In addition, non-white women had greater odds of increased 
physical strain compared to Caucasian counterparts. While hypothesis 6 was not 
supported, the website use variables were significant as main effects in the women’s 
model. Rarely, sometimes, or often using the web were all associated with caregiving as 
negatively impacting one’s social interaction with others.   
 Based on the multivariate and Chow test findings, there were few unique 
differences between male and female caregivers in the present study sample. Finding that 
the male and female samples were overwhelmingly not different, in and of itself is a 
significant finding, suggesting that not as many sex differences in caregiving as 
suggested in the literature.  This challenges the preconceived notions regarding what men 
and women complete and utilize to aid them in caregiving.    
The Issue of Access 
 For the purposes of this discussion, I am assuming adequate resources exist for 
caregivers, but perhaps not sufficient access to these services. However, this assumption 
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is arguable. Based on previous research, men do not appear to access these resources as 
frequently as women (Zodikoff, 2007; Kaye, 2005; Coe & Neufeld, 1999). 
Recommendations are made based on the following key research findings, to address 
increasing access to services for all caregivers, particularly men. The caregiving issues 
addressed in the policy and practice implications refer to the following key findings: 
• Lower income and lower education caregivers have lower odds of using websites 
(Hypothesis 1, Table 5) 
• Lower income caregivers (men and women) experience greater financial hardship 
(Hypothesis 1, Table 5) 
• Male caregivers utilize unpaid help (from family and friends) (Hypothesis 2, 
Table 6) 
• Lower income and middle-income caregivers have greater odds of physical strain 
than caregivers in the higher income category (Hypothesis 2, Table 6) 
 
I begin by discussing how to address the first finding regarding lower income and 
education caregivers and their use of websites for caregiving information. 
Addressing the “Digital Divide” 
 Blackburn et al. (2005) define the “digital divide” “as those who have access to 
the Internet…and those who do not” (p. 203).  This suggests that there is a “divide” 
related to accessing technology.  To address differences by income and education level in 
regard to website use, solutions to accessing the Internet have been recommended.  Since 
most individuals can access the Internet at public locations, regardless of their income 
and education status, these recommendations concern high quality Internet experiences to 
result in increased knowledge and use of caregiver resources and/or support.  This 
includes providing high-speed Internet in underserved communities, adding of computer 
technology centers, increasing staffing of technology centers, and upgrading Internet 
(e.g., broadband options) at public locations such as libraries (Narcisse, 2010). Also, the 
provision of “user-friendly” sites would help consumers of all economic and educational 
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backgrounds.  Being “user-friendly” refers to setting up websites that anyone can easily 
access, such as using only a ninth grade level of language (DuBay, 2013). To make 
websites user-friendly, using simple language and terms, accessibility for the visually 
impaired, labeled links, instructions regarding scrolling, etc. should be implemented 
(Gilmour, 2007).  To further increase a high quality experience, training sessions could 
be provided at public locations (libraries, senior centers, etc.) regarding the navigation of 
caregiving websites, highlighting ways to conduct online searches most effectively, to 
target the best websites for the information on caregiving being sought. This is a 
particularly important consideration for lower education users who may experience 
barriers in using the Internet.  Some barriers include spelling issues, the need to scroll on 
various pages, and entering Internet addresses properly (Zarcadoolas, Blanco, Boyer, & 
Pleasant, 2002). 
Implications for Social Welfare Policy 
 Based on the findings regarding low-income caregiving men and women, and 
male caregivers’ incorporation of unpaid help in the care process, there is an opportunity 
for social welfare policies to incorporate informal help into the caregiving process, while 
providing income support to caregivers. Existing social welfare programs have attempted 
to address caregiver and care recipient needs; however, they should be modified, as the 
problem of underserved caregivers persists.  Modifying programs for which low-income 
caregivers and care recipients are already eligible is a logical next step. 
 With the passing of the Patient Protection and Affordable Care Act (ACA) in 
2010 (Patient Protection and Affordable Care Act, 2010), the expansion and 
incorporation of participant-directed service options (through the implementation of the 
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Community First Choice Option) partly expand and incorporate the income support that 
low-income caregivers need, while integrating caregiver supportive networks. 
Participant-directed options relate directly to findings in the present study, and address 
lower income caregivers reporting higher financial hardship, men incorporating unpaid 
help from others in the provision of care to their loved ones, and lower and middle 
income caregivers having greater odds of physical strain. These findings are addressed 
through aspects of the Community First Choice Option that include income support and 
the incorporation of support from family and friends in the care process, as discussed in 
later sections in this chapter.  Also, coordinated care teams in the form of Accountable 
Care Organizations (ACOs) have been included under the ACA. This team approach 
provides caregivers access to a streamlined process in care coordination for their loved 
one.  This is particularly important for male caregivers, who have been shown to utilize 
formal services less than female counterparts. ACOs differ in their approach to care for 
older adults from traditional models of health care (such as health maintenance 
organizations) in that they have a more flexible structure (Keckley & Hoffman, 2011).   
An overview of the history of participant-directed service options is provided to 
give background to the Community First Choice Option set under the ACA, followed by 
background information on ACOs. Following the background sections, how the 
Community First Choice Option and ACOs aid low-income and male caregivers 
specifically is discussed. 
Participant-Directed Service Options (PD-LTSS) 
Through the §1915(c) Medicaid Home and Community-Based waiver and 
§1915(j) Medicaid State Plan amendment, participant-directed services (PD) are included 
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in Long Term Service and Support programs (LTSS) nationwide (Sciegaj et al., 2013; 
National Resource Center for Participant-Directed Services (NRCPDS), 2010a).  These 
programs benefit Medicaid beneficiaries with disabilities and also older adults through 
three key features: employer authority, budget authority, and a fiscal/employer agent. 
Employer authority allows participants to choose who to hire as their personal 
care worker. Many individuals hire family and friends who are already providing ADL, 
IADL, and other health care support to them.  This was the case in the present study with 
male caregivers, who utilized unpaid help (e.g. family and friends) more than female 
caregivers. Through the budget authority model, the care recipient manages an 
individualized budget and uses the funds to purchase services and items for their care 
(Simon-Rusinowitz et al., 2013; Isaacson, Carlson, & Rich, 2012; Nadash & Crisp, 
2005).  These purchases include paying the family and friends they have hired to provide 
personal care to them, as well as other purchases that enhance their care and 
independence (Nadash & Crisp, 2005). Participants who do not feel confident or are 
unable to make decisions on their own (e.g., individuals with cognitive impairments) can 
assign a representative to make decisions with and/or for them (NRCPDS, 2010a).  
Part of the PD programs includes a component called a fiscal/employer agent 
(F/EA), also called fiscal management services (FMS). The F/EA helps participants 
manage the payroll and bill payment tasks associated with budget management. The 
F/EA also ensures that requirements associated with taxes and workers’ compensation 
insurance are met (NRCPDS, 2010a). 
There are several ways to determine the individualized budget amount. One way 
is basing it on the care receiver’s “individual assessment of needs, goals, preferences, 
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abilities, and desired outcomes … the total number of service hours required to 
adequately meet participants’ needs [is determined] and this figure is  [then] multiplied 
by state reimbursement rate(s) or fee-for-service rate(s)” (NRCPDS, 2010a, p. 5-8). This 
suggests that the individualized budget acts as an income support for the care receiver 
and caregiver, as it is based directly on the care recipient’s care demands. 
In 2010, Sciegaj et al. (2013) began an inventory of publicly funded participant-
directed long-term services and support programs (PD-LTSS) and identified at least one 
PD-LTSS program in each state and the District of Columbia.  This inventory also 
identified “each state [as having] at least one employer authority program, and 44 states 
and the District of Columbia as have at least one budget authority program” (Sciegaj et 
al., 2013, p. 8). This information was gathered by contacting PD-LTSS program 
administrators known by technical assistance the National Resource Center for 
Participant-Directed Services (NRCPDS)6 provided to their programs (Sciegaj et al., 
2013). Of the 298 programs identified by the inventory, 62% were operating statewide, 
meaning that 38% of the programs were not operating statewide, suggesting the need to 
increase and expand PD-LTSS options.  Therefore, these programs are not yet available 
in all states and universal access should be emphasized in the expansion of PD-LTSS 
programs. 
Incorporation of PD-LTSS into the ACA: Community First Choice Option  
The development and expansion of PD-LTSS programs have been supported 
under the ACA. The ACA includes the development of participant direction across all 
Medicaid programs through the Community First Choice Option §1915(k) (Sciegaj et al., 
                                                6"“The National Resource Center for Participant-Directed Services (NRCPDS) assists states, 
agencies and organizations in offering participant-directed services to people with disabilities” 
(NRCPDS, n.d., ¶ 1). 
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2013; Centers for Medicaid and Medicare Services (CMS) Media Relations, 2012). The 
Community First Choice Option is an improvement over the Medicaid home and 
community based 1915(c) waiver in that there are no caps to services, no waiting lists, 
and the option is made available statewide (Arc, 2013).  An increase of 6 percentage 
points in the federal medical assistance percentage provides a financial incentive for 
states to choose to participate in this option (Department of Health and Human Services 
2011b). 
Although referred to as participant direction in this dissertation with the elements 
of budget and employer authority, the Department of Health and Human Services 
(DHHS) (2011b) refers to this option in their literature as including a self-directed option 
and does not use the terms employer and budget authority. Despite the difference in 
terminology, the Community First Choice Option encompasses budget and employer 
authority by enabling individuals to self-direct the provision of their services and 
supports, including the ability to hire, fire, and train the individuals providing services to 
them (DHHS, 2011b).  Like participant-directed services discussed earlier, this option 
includes a financial management entity that is responsible for financial tasks such as: 
processing worker timesheets, payroll processing, taxes, budget management, etc. 
(DHHS, 2011b).   
In the Community First Choice Option, states can elect to add PD-LTSS to their 
Medicaid programs. In order to qualify for this self-directed community based option, 
individuals must require assistance with ADL, IADL, and health-related tasks, as well as 
be at 150% federal poverty level, or if exceeding that, be eligible for nursing facility care 
(Families First USA, 2011; DHHS, 2011b).  
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Individuals in the program direct their services in the same manner as PD-LTSS 
programs discussed earlier, through the employer authority and budget authority 
components, although these terms are not employed in the DHHS literature concerning 
the Community First Choice Option. To increase the independence of the beneficiary, 
other services can be provided (e.g., transportation services) (CMS Media Relations, 
2012). Funding provided by the ACA through the Community First Choice Option 
provides additional money to states to create and expand more PD-LTSS programs 
(Simon-Rusinowitz et al., 2013). 
Accountable Care Organizations 
Another component of the ACA includes the creation of ACOs.  ACOs are 
coordinated care teams for Medicare patients that include “doctors, hospitals, and other 
health care providers and suppliers” (Department of Health and Human Services, 2011a, 
¶ 5). ACOs are “less structured … [and] encourag[e] providers to develop creative 
approaches to providing more cost-effective, quality care” (Andrews, Darnell, McBride, 
& Gehlert, 2013, p. 6).  As a result of the flexibility in creating ACOs, social workers are 
not required to be included in the ACO model; however, since social workers are 
currently active in organizations similar to ACOs, they will likely be included in the 
flexible ACO structure (Collins, 2011).  Although the definition of ACOs does not 
include “social workers,” the National Association of Social Workers has advocated for 
their inclusion in this model (Collins, 2011). 
In addition to being less structured, ACOs are an improvement over traditional 
HMOs for example, in that patients can see any clinician they choose, participation is 
voluntary, and treatment can be sought elsewhere if the patient is unhappy with their 
  
98 
provider. Also, preauthorization is not required, nor are referrals if a patient chooses a 
different provider (Sato, Puopolo, & Cornacchio, 2012).  
As described by the Centers for Medicare and Medicaid Services (2013), the goal 
of ACOs is “to ensure that patients … get the right care at the right time, while avoiding 
unnecessary duplication of services and preventing medical errors” (¶ 2).  ACOs achieve 
improvements in costs and the quality of care provided by being rewarded for their 
outcomes in the form of payment incentives (American Medical Group Foundation, 
2011). These incentives are in the form of Medicare rewarding ACOs “with a share of the 
savings that would result from improving care quality and reducing the cost for their 
eligible Medicare populations” (American Medical Group Foundation, 2011, ¶ 3).  In 
order “to participate in this shared savings program,” these organizations must become 
ACOs (American Medical Group Foundation, 2011, ¶ 3). However, there have been 
downsides identified in using ACOs that may inhibit their creation. Gold (2011) explains 
that by forming ACOs and becoming coordinated systems, hospitals have been garnering 
support by aligning with each other and purchasing doctor practices. This can result in 
fewer independent hospitals and doctors, and give ACOs greater opportunities to 
negotiate fees, which in turn can increase health care costs.  In 2012, Leavitt Partners and 
KLAS Research reported that there were over 300 ACOs. CMS Media Relations reported 
in 2013 that were 106 new ACOs being formed. 
How the Community First Option Aids Low-Income Caregivers and Male 
Caregivers 
 
 As stated previously, key findings from the multivariate analyses indicated low 
income caregivers (both men and women) experience greater financial hardship, male 
caregivers utilize unpaid help, and lower- and middle-income caregivers have greater 
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odds of physical strain.  Participant direction not only empowers the person receiving 
care to be an active part of their care process, but also enables individuals to remain in 
their homes and divert nursing home placement. Participant-directed programs have also 
been shown to result in positive caregiver outcomes, including decreased caregiver 
burnout, as well as provide employment opportunities to individuals who may otherwise 
not be employed (NRCPDS, 2010b). Participant direction can help family caregivers who 
“are at risk of financial losses or a loss of employment resulting from their caregiving” 
(NRCPDS, 2010b, p. 4), through the budget authority model (e.g., receiving payment to 
provide care to the care recipient). 
Through the Community First Option, income support and physical support 
would be provided to both male and female low- and middle-income caregivers who may 
not be able to provide such financial supports, or need help in providing physical care to 
their care recipient. Although, the care recipient manages his or her individualized 
budget, the caregiver could be designated as manager of the budget if their loved one is 
incapable of doing so. Second to the care recipient, a caregiver knows what the care 
recipient’s needs are and where money should be spent to address those needs. 
Income support from Medicaid is provided within the Community First Option 
through the individualized budget for the care recipient. This budget enables the care 
recipient (or caregiver if designated to manage it) to be paid to provide physical care, as 
well as purchase items to aid in the care process. Since the care recipient has the option of 
paying family and friends to provide his or her personal care, caregivers, if designated as 
the care person, would receive an additional source of income. This is particularly 
important, as this not only provides income support to low-income caregivers, but could 
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also be a main source of financial support for caregivers who are unemployed (as 
mentioned above). The caregivers would earn finances in addition to not spending their 
own funds in providing care to their loved one. This particular option is also aligned with 
male caregivers.   
The present study suggests that male caregivers are comfortable with seeking 
unpaid help from others, and the Community First Option is aligned with their utilization 
of supportive networks. Since a key component of participant-directed services is the 
possibility to hire family and friends to provide care, male caregivers can enlist their 
friends and family to aid in the care process by hiring them to provide the care. This is 
particularly important for low-income men who might not otherwise be able to afford the 
cost of personal care for their loved one, and may not feel comfortable providing the 
physical care tasks (e.g., bathing, transferring, dressing) associated with caregiving.   
How ACOs Aid Low-Income Caregivers and Male Caregivers 
Knowing that male caregivers are less likely to use formal services, the provision 
of ACOs under the ACA could ensure that male caregivers receive access, in a 
coordinated manner, to medical as well as the service needs they require.  If access to 
ACOs for male caregivers were implemented, ACOs could act as a “one-stop shop” for 
male caregivers. This is particularly important as men do not typically seek formal 
services, as indicated earlier (Zodikoff, 2007; Kaye, Crittenden, & Charland, 2008; 
Mansfield, Syzdek, Green, & Addis, 2008). 
The coordinated care team would not only address care recipient health, but also 
through the inclusion of social workers in these teams the service needs of male 
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caregivers could be identified. However, even though the ACO option is available, it does 
not mean that male caregivers will access and utilize it.  
Increasing Access to Services: The Role of Social Work Practice 
 In order to address the issue of access to PD programs through the Community 
First Option, as well as ACOs, it is important to reach male caregivers where they do 
come into contact with the service system.  The following suggestions not only apply to 
male caregivers, but caregivers in general, who may not be aware of how to access these 
resources, or know whether or not they are eligible to receive them (e.g., based on 
income level).  Contact with caregivers to enroll them in the Community First Option and 
ACO options could take place in several venues, including contact prior to care recipient 
discharge in hospital and rehabilitation settings, geriatric care management, case 
management visits through Area Agencies on Aging (AAAs), and contact with medical 
professionals at care recipient appointments.  It is worth noting the difference between 
geriatric care management and case management through AAAs.  
Geriatric care management is a privately provided service. An example of 
geriatric care management, provided locally, is through Jewish Family and Children’s 
Service (JFCS).  The role of the geriatric care manager is to meet with the older adult and 
his or her family and assess care recipient safety, care, and emotional needs. The 
assessment ends with the creation of a care plan. The care plan is developed around 
issues surrounding identifying community resources, mental health needs, homecare 
services, and housing options for the older adult (JFCS, 2013).  The licensed social 
workers in this private pay program aid in the implementation of various aspects of the 
care plan they created, including, but not limited to, advocating for the older adult and 
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managing the care plan, and being a connector for the older adult’s family to services 
(JFCS, 2013).  
This private pay program differs from case management through AAAs, which 
would likely be accessed by more low- to middle-income caregivers than private pay 
geriatric case management.  This form of case management, often completed by social 
workers, is provided under the Older Americans Act, carried out through local AAAs, 
and is centered on the development and implementation of programs and services (e.g., 
home-delivered meals, homemaker services) for older persons at the local level. It is a 
publicly provided service that provides information such as in-home services, 
transportation, advocacy, and legal services (e.g., Ombudsman/elder rights) (Altschuler & 
Schimmel, 2010). However, although case management through AAAs is publicly 
available, caregivers are not always aware that this service exists. 
As stated earlier, medical visits, and discharge from hospital and rehabilitation 
centers, as well as contacts with case managers, are settings that not only men, but all 
caregivers, come into contact with in the medical and service systems. However, as 
implied by the description of the Community First Option and ACOs, the primary focus 
remains on care recipient needs and the way caregiver needs are addressed has not been 
explicitly discussed. I suggest the incorporation of a caregiver needs assessment and the 
provision of resource lists indicating services available for caregivers at the time of 
contact with health professionals and case managers at the aforementioned points of 
contact.   
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Ways to Increase Access  
Prior to patient discharge from hospitals or rehabilitation centers, or during 
medical or case management visits, caregivers should be assessed to determine what 
services may be useful for them in order to be effective care providers for their loved one, 
and what services can address caregiver financial strain and emotional stress associated 
with caregiving. Similar to a care plan provided to older adults prior to discharge from 
the hospital or a rehabilitation center, a care plan for the caregiver could also be created. 
Social workers are often included and educated in the creation of care plans.  Based on 
their vast knowledge about services for older adults and their families, a tailored 
caregiver plan could be created to meet the caregivers’ financial and emotional needs.  
A similar approach could be applied in medical offices, considering that the 
majority of caregivers accompany their loved one to medical visits.  This could include 
having a social worker on staff at medical offices. Part of care recipient medical visits 
could include having the caregiver meet with a social worker so that a caregiver needs 
assessment could be completed. Resources could be recommended to the caregiver (e.g., 
location of caregiver support groups, state PD-LTSS options, etc.), based on this 
assessment. 
The costs associated with having a social worker on staff could be paid for 
through Medicaid and Medicare provisions already covering the costs associated with 
social work case management for its beneficiaries in community-based settings. For 
example, one way Medicaid beneficiaries receive case management is under the Home 
and Community-Based Waiver §1915(c). Case management (e.g., service coordination) 
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costs are covered under this waiver (Smith et al., 2000).  This is one way social workers 
in medical office settings may be reimbursed. 
In addition to the incorporation of caregiver assessments and contact with social 
workers at the locations mentioned above, utilizing a solution-focused approach to the 
caregiver assessment would be useful for social workers evaluating all caregivers, but 
especially male caregiver needs. 
Solution-Focused Approach to Working with Male Caregivers 
 Solution-focused therapy (SFT) centers on creating solutions as opposed to 
focusing on solving problems. As described by Gingerich and Eisengart (2000), in SFT, 
“the main therapeutic task is helping the client to imagine how he or she would like 
things to be different and what it will take to make that happen” (p. 478). In his book on 
SFT, O’Connell (2012) provides a list of questions that capture the essence of this 
approach. Some of the questions that would be particularly helpful in working with 
identifying the needs of caregivers include: “What would you like to change, what are 
you doing already that is helpful? What resources are available?” (p. 20). While SFT is a 
therapeutic approach in working with clients, its emphasis on identifying solutions and 
resources available to address client concerns is particularly useful in working with male 
caregivers, as explained below. 
To understand the needs of male caregivers, and how they approach the 
caregiving process, I spoke with Lisa Gwyther, Director of the Duke Family Support 
Program, who counsels many male caregivers.  Ms. Gwyther indicated that the men she 
works with have a “fix it” attitude and approach to caregiving. Although they also deal 
with emotional stress associated with caregiving, men are primarily focused on the 
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acquisition of answers to questions concerning the completion of caregiving tasks (e.g., 
cooking, cleaning, bathing, etc.) (L. Gwyther, personal communication, April 17, 2013). 
Since men require practical information about caregiving, use of a solution-focused 
approach in answering their questions is important, as this approach employs coming up 
with solutions that can be applied in a practical manner.  
Using a SFT approach, some questions social workers can ask male caregivers to 
address and meet their needs could include: What do you already do in your caregiving 
tasks that is working for you? What resources are available to caregivers in your 
community that could help enhance the care you are already providing? This approach 
would acknowledge and respect men’s desire to receive practical informal in relation to 
caregiving, while capitalizing on what they are already completing in the care process. 
In addition to providing a SFT approach in working with male caregivers at the 
points of access mentioned earlier (e.g., medical visits, hospital/rehab discharge, etc.), a 
SFT approach could be utilized in a caregiver support group setting, particularly support 
groups specifically for male caregivers. Since men tend to be less focused on the 
emotional aspects of caregiving (Mui, 1995), attending a support group where the men 
could learn from the group leader, as well as each other about how to address issues 
associated with care, could be useful. They could attend the group, discuss any issues 
they face, come up with solutions to the problems and then apply the practical 
information in the care process. 
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Limitations and Future Research 
Cohort Differences 
With the exception of the one finding that older women had greater odds of a 
high physical strain, no other age differences were found in the study analyses. Age was 
included in the study model as a continuous variable. It is possible, for example, that 
had it been trichotomized, more age group differences in the experience of caregiving 
and well-being might have emerged in the analyses. This is a study limitation, as well as 
an area for future research. To understand the male caregiver experience further, I spoke 
with two male caregivers, Mr. H and Mr. K.  
These men reside in a continuing care retirement community, are in their 80s 
and 90s, respectively, are retired, and are responsible for the majority of their wives’ 
care.  After speaking with Mr. H and Mr. K about what it was like to be caregivers for 
their wives, it was apparent that caregiving was a meaningful experience for them 
beyond just providing their wives help with ADL and IADL tasks.  For example, for 
Mr. H, caregiving provided an opportunity to give back to his wife for the care she 
provided to him and their children over the course of their marriage.  Now that he was 
retired, Mr. H was able to dedicate almost all of his time to his wife’s care.  Reciprocity 
through caregiving is a common thread in the caregiving literature across all aged 
caregivers (Reid, Moss, & Hyman, 2005; Keefe & Fancey, 2002).  For Mr. H and Mr. 
K., this included the examination of their marriages over time, and the desire to provide 
care to their wives as a result of the care the wives provided to them and their children 
over the course of their marriages.  This is aligned with Social Exchange Theory, as the 
benefit of providing care to their wives (their ability to give back to their wives) was 
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seen as outweighing the costs associated with providing this care (e.g., emotional stress, 
financial strain, etc.) 
As suggested earlier, examination of age groups as opposed to age as a 
continuous variable would be useful in future caregiver research on male caregivers, as 
adult child caregivers (who are likely middle-aged) for whom caregiving may have a 
different meaning.  This is partly due to their age, but also likely because of the other 
responsibilities they must to tend to during middle-age (e.g., employment, children in 
the home).  Since these younger male caregivers have additional responsibilities to 
attend to, they may view the caregiving experience differently than older caregiving 
men.  
While qualitative research has examined older male caregivers and adult child 
caregivers (Black et al., 2008; Harris, 2005), these two groups have been examined 
separately. To determine differences between the younger and older groups of male 
caregivers, particularly regarding reciprocity, a quantitative study could examine 
samples of younger and older male caregivers and employ similar analyses used in the 
present study (seemingly unrelated regression and Chow tests) to identify differences 
across the samples. Alternatively or in conjunction with a quantitative study, a 
qualitative study could interview adult child and older spousal caregivers to examine 
emerging themes of similarity and difference across the two groups of male caregivers.   
Care recipient illness 
The present study did not include the types of illness the caregivers were 
providing care for. Previous research indicates that the stress and demands caregivers 
experience can vary based on the type of illness a care recipient has (Kim & Schulz, 
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2008). For example, using the 2004 wave of NAC/AARPs Caregiving in the U.S. Study, 
Kim and Schulz (2008) found that caregivers of relatives with cancer and dementia had 
higher physical burden and psychological distress than caregivers of frail older adults or 
older adults with diabetes.  
Future research examining male caregivers of older adults should assess how the 
well-being of men varies based on the care recipient’s illness. In addition to 
understanding how their well-being may vary based on the stress and demands of certain 
illnesses, different service implications based on the particular care receiver’s illness may 
become apparent. 
Operationalization of Well-Being 
 There are arguments for and against the use of single-item measures in research. 
In the present study, well-being was operationalized as physical strain, emotional stress, 
financial hardship, and impact on social interaction. All of these outcomes were single-
item measures rated on a likert scale from 1 to 4 or 1 to 5.  An advantage of using the 
single-item measures is their practicality, and the likelihood that participants will not 
refuse or skip these items (Bergkvist & Rossiter, 2007). However, it is difficult to tell 
how each of the participants interpreted each of the items. While this was what was 
available in the dataset, in thinking about the measurement of well-being in future 
studies, there are other reliable and valid measures composed of various items that 
specify what is meant by well-being.  For example, to measure one aspect of emotional 
stress, depression, the Center for Epidemiologic Studies Depression Scale (CES-D) 
(Radloff, 1977) is available. It is a “gold standard” measure with high validity and 
reliability, and has been used with many different populations. It has also been used 
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extensively in caregiver research (Eisdorfer et al., 2003; Gitlin et al., 2003; Schulz et al., 
2003). In addition, in the arguments for multiple-item measures, Bergkvist and Rossiter 
(2007) explain that benefits of using multi-item measures include: the increase in 
reliability as a result of being able to calculate the alpha coefficient, utility if the concept 
is abstract, and composition of various categories of the attribute and the ability to 
discriminate what these categories are. Therefore, while the single-items were convenient 
and practical for use, other measures (e.g., CES-D) would have enabled a deeper 
understanding of the multi-faceted meaning of well-being.  
Informal Service Use By Men and Women 
 In the present study, males were found to use unpaid help such as family and 
friends more than female caregivers.  Future research should explore this finding further. 
This could be examined through a qualitative study, with the key question focused on 
answering why women do not use informal help as much as male counterparts. It is 
possible that part of the answer to this question is because women are often the informal 
supports that men rely on.  However, this should be explored further. 
Type I and Type II Errors 
Hypothesis testing can result in Type I (false positive) and Type II (false 
negative) errors. The present study focused on addressing issues related to Type I errors 
through the implementation of the Bonferroni correction. However, Type I and Type II 
errors are inversely related, meaning that addressing one type of error increases the 
likelihood of the other type of error (Sheskin, 2004). While the present study addressed 
Type I errors by setting the alphas lower through application of the Bonferroni correction 
during hypothesis testing, the focus on decreasing the likelihood of committing a Type I 
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error resulted in an increased probability of committing a Type II error (Polit, 2010; 
Sheskin, 2003).  
Limitation of the Level of Care Intensity Variable 
 In the present study the level of care intensity variable was dichotomized to 
reflect low/medium and high level of care intensity groups based on zero cell issues. 
However, this was a limitation in that there was not enough differentiation between the 
levels of care intensity to examine how emotional stress was correlated with the intensity 
of care provided.   
Limitations of Cross-Sectional Data 
A limitation associated with the use of cross-sectional data in the present study is 
the inability to draw causal inferences, not showing clearly the direction of causal 
relationships (Singleton & Straits, 2010). For example, in the present study (as explained 
in chapter 4), a greater percentage of women who sought a respite service reported higher 
physical strain (of a 4). In this example, it is difficult to determine if greater physical 
strain led to seeking respite services.  To gain a greater understanding about causal 
direction, future research in this area should employ longitudinal studies. This will enable 
the examination of the data at two or more points in time (Singleton & Straights, 2010), 
to determine the temporal order of variables and enhance causal inference.  
Issue of Power 
As depicted in chapter three, Figure 5, posthoc power analyses were conducted 
(with the inclusion of the Bonferroni adjusted p-value), to determine if the male and 
female samples were large enough to conduct the multivariate analyses. The column 
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labeled “Estimated effect size,” provides the estimated effect sizes that could be detected 
in the current study analyses for each hypothesis test.   
 As indicated in chapters 3 and 4, Cohen (1988) suggests f2 (effect size) values of 
0.02, 0.15, and 0.35 to represent small-, medium-, and large-effect sizes, respectively. 
However, based on the posthoc analyses conducted, the present study analyses were only 
able to detect between small- and medium-effect sizes. The largest estimated effect size 
identified was .054 for the men’s sample in model three. This is still fairly small based on 
Cohen’s guidelines, and is somewhere between small (.02) and medium (.15). The 
remaining effect sizes were at or below .03. Therefore, only small to somewhat medium 
(still less than .15) estimated effect sizes were detectable in the present study analyses. 
None of models analyzed were estimated to be capable of identifying truly medium- (at 
.15) or large-sized effects (at .35).   
Evaluation of the Study Model 
 Although the study model was based on the data available in the NAC/AARP 
dataset, an evaluation of the study model is provided, including suggestions for future 
revisions. Although variables entered in the model were not based on descriptive and 
univariate findings, the model building strategy addressed what variables should remain 
included (see chapter 3), and some variables (e.g., control variables) remained in the 
model based on previous caregiver literature.  However, in addition to including care 
recipient illness, recoding caregiver age, and addressing operationalization issues 
surrounding caregiver well-being mentioned above, the following recommendations are 
also suggested.  
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 Since no moderation effects were found across the hypotheses, it would be 
necessary to review the literature again, to determine if the variables should be included 
in other parts of the model (e.g., as independent variables).  This is especially the case 
since some of the moderation variables were significant main effect findings.  For 
example, this might apply to the race variable which, while not a significant moderator, 
was a significant main effect. Again, the choice of making some of the moderator 
variables independent variables would be based on an additional review of caregiving 
literature.  
 It is also possible that moderation effects were not found as a result of variables 
not included, or not available in the NAC/AARP dataset. In hindsight, since service 
utilization by men was of key interest in the study, and an underlying driving reason for 
the policy and practice implications suggested, the inclusion of variables to understand 
why men do or do not access services would be important. Such knowledge gained could 
bolster the argument that men do not seek formal services as frequently as women. This 
has been studied in previous research efforts (e.g., Zodikoff, 2007; Kaye et al., 2008; 
Mansfield et al., 2008), but not extensively.  
Conclusion 
This dissertation contributes to current knowledge concerning caregivers through 
its focus on male caregivers. Although previous research identified men as not using 
services to aid in their caregiving role, the present study found that men do seek 
particular services (e.g., unpaid help and transportation) to help in the care process. 
However, research concerning men’s attitudes and access to formal services remains. Of 
particular use would be understanding why men choose or do not choose to seek services. 
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Such information would inform the social work policy and practice recommendations 
suggested in this dissertation, and could increase men’s utilization of such programs. 
The present study also challenges research on caregiving that perceives men as a 
“homogenous group” (Thompson, 2005) by having identified within group differences 
among male caregivers. However, the most informative findings for social work policy 
and practice concerned low-income caregivers and men’s utilization of unpaid help.  
Programs under the ACA afford new opportunities for social workers to address 
the needs of low-income and male caregivers. Participant direction under the Community 
First Choice Option could provide both income support to caregivers and support from 
family and friends in the care process. ACOs could provide coordinated services to male 
caregivers who do not usually seek out such supports. However, while these ACA 
programs are useful in addressing caregiver needs, the issues in accessing these programs 
remain.   
The incorporation of social workers into these programs is vital in ensuring that 
caregivers will gain access to these services, which support them in the caregiving role, 
based on the unique knowledge social workers possess.  As succinctly stated by Andrews 
et al. (2013), social workers recognize:  
that individuals are part of social networks, neighborhoods, and communities that 
influence their health choices and participation in health care … [they] are 
familiar with the complex and overlapping systems that must be negotiated to 
ensure that the social, psychological, and economic needs of individuals and 
groups are addressed (p. 67).  
 
In order to reach underserved caregivers, it is vital that social workers are included in the 
development of ACA programs based on this unique knowledge regarding access to 
services based on the individuals needs. 
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Appendix A  
Study Measures, Prior to Recoding 
Conducted by NAC in collaboration with AARP and funded by MetLife Foundation 
(2009d) 
 
Independent & Control Variables 
Variable Measurement 
Employment Status  Full-time 1 
Part-time 2 
A student 3 
Disabled 4 
Retired 5 
Homemaker 6 
Unemployed, and looking for work 7 
Something else (specify) 8 
Caregiver Age How old were you on your last birthday? 
Child living in home Are there any children or grandchildren currently living in your household 
under 18 years of age? 
Yes 1 
No 2 
Caregiver total annual 
household income 
Last year, was your total annual household income from all sources, before 
taxes over or under $50,000?  
Caregiver education What is the last grade of school you completed? 
Less than high school 1 
High school grad/GED 2 
Some College 3 
Technical School 4 
College grad 5 
Graduate school/Grad work 6 
Moderators 
Variable Measurement 
Caregiver Race Are you of Hispanic origin or background?  
Yes 1  
No 2  
Would you say you are White, Black or African American, Asian or Pacific 
Islander, or something else? [ALLOW MULTIPLE RESPONSE]  [IF 
HISPANIC, PROMPT:] I’ve recorded your Hispanic ethnicity. This question 
asks your race. [REPEAT QUESTION]   
White 1  
Black2  
Asian 3  
Other [SPECIFY____] 4 
Co-residence with 
Care Recipient 
{Does/Did} your CR live....   
 
In your household1 [SKIP TO Q16]  
Within twenty minutes of your home 2  
Between twenty minutes and an hour from your home 3  
A one-to-two hour drive from your home 4   
More than two hours away? 5  
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Level of Care 
Intensity  
Low  
Medium 
High 
(See Figure 2 for calculation of this variable) 
Relationship to 
Care Recipient  
What {is/was} this person’s relationship to you? [PRE-CODED OPEN END. 
DO NOT READ LIST] 
RELATIVE: 
Aunt 1  
Brother 2  
Brother-In-Law 3  
Companion/Partner  4  
Daughter 5  
Father 6  
Father-In-Law 7  
Granddaughter  8  
Grandfather  9  
Grandmother 10  
Grandparent-In-Law 11  
Grandson 12  
Mother 13  
Mother-In-Law 14  
Nephew 15  
Niece 16  
Sister  17  
Sister-In-Law 18 
Son 19  
Spouse 20  
Uncle  21  
Other Relative [SPECIFY___________]  22  
NON-RELATIVE: 
Foster child 23  
Friend  24  
Guardianee 25  
Neighbor 26 
Use of websites How often, if at all, have you gone to internet websites in the past year to find 
information in any way related to being a caregiver for your [CR]?  
 
Often 4  
Sometimes 3  
Rarely 2  
Never 1 
Use of respite, 
transportation, or 
sought financial 
help for care 
recipient 
In your experience as a caregiver, have you ever....  
  Yes No 
a. Requested information about how to get financial help for your [CR]? 1 2 
b. 
Used a respite [RESS – PIT] service or a 
sitter to take care of your [CR] to free up 
your time? 
1 2 
c. 
Had an outside service provide 
transportation for your [CR] instead of you 
providing the transportation? 
1 2 
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Unpaid or paid 
help for the care 
recipient 
Has anyone else provided unpaid help to your [CR] during the last 12 months?   
Yes 1 
No 2  
 
During the last 12 months, did your [CR] receive paid help from any aides, 
housekeepers, or other people who were paid to help him/her?   
Yes 1 
No 2  
Dependent Variables 
Variable Measurement 
Physical Strain Think of a scale from 1 to 5, where 1 is not a strain at all and 5 is very much a 
strain. How much of a physical strain would you say that caring for your CR 
{is/was} for you?  
1 – Not a strain at all  
2  
3  
4 
5 – Very much a strain   
Emotional Stress Using the same scale from 1 to 5, where 1 is not at all stressful and 5 is very 
stressful, how emotionally stressful would you say that caring for your CR 
{is/was} for you?  
1 – Not at all stressful 
2  
3  
4 
5 – Very stressful 
Financial Hardship Using the same scale from 1 to 5, where 1 is no hardship at all and 5 is a great 
deal of hardship, how much of a financial hardship would you say that caring for 
your CR {is/was} for you?  
1 – No hardship at all 
2  
3  
4 
5 – Great deal of hardship 
 
Impact on Social 
Interaction 
As a caregiver, {do/did} you have less time for friends or other family members 
than before?   
 
Yes 1  
No 2  
 Appendix B 
Coding of Study Variables after Recoding 
                  
Name                         Coding             
Independent variables  
CG Sex 1= Male 0= Female 
CG Employment Status  1= Employed 2=Unemployed   DUMMY CODED: fulltime parttime unemploy 
Caregiver age  Age (in years)- continuous variable  
Sandwich generation 1= sandwichgen 0= non sandwichgen  DUMMY CODED: sandwich nonsandwich 
Control variables 
CG education 1= Some high school/high school/GED, 2= Some college/technical school, 3= College 
graduate, 4= Grad school/grad work DUMMY CODED: HS somecoll coll grad 
CG income  1= Under $50,000, 2= $50-99,000, 3= $100,000+  DUMMY CODED: lowinc midinc 
highinc 
Moderator variables 
CG race         1=White, 2= Black, 3= Asian, 4= Hispanic  DUMMY CODED: 0= White 1= Minority 
Co-residence with CR  1= Co-resides 2= Does not co-reside  DUMMY CODED: yescores nocores  
Level of Care Intensity 1= Low/medium 2= High  DUMMY CODED: lowmedint hint 
Relationship to CR 1= Non-relative  0= Relative DUMMY CODED: relative nonrelative 
Use of websites 1= Never 2=Rarely 3= Sometimes 4= Often  DUMMY CODED: neverweb rareweb 
someweb oftenweb 
Use of respite 1= Yes 0=No  DUMMY CODED: yesrespite norespite 
Use of transportation 1= Yes 0=No  DUMMY CODED: yestrans notrans 
Financial help for CR 1= Yes 0=No  DUMMY CODED: yesfinancr nofinancr 
Unpaid informal help for CR 1= Yes 0=No  DUMMY CODED: yesunpaid nounpaid 
Paid formal help for CR 1= Yes 0=No  DUMMY CODED: yespaid nopaid 
Dependent variables 
Physical Strain 1= not at a strain at all to 4= very much a strain 
Emotional Stress  1= not at all stressful to 5= very stressful 
Financial Hardship 1= no hardship to 4= great deal of hardship 
Impact on Social Interaction 1= Yes 0= No 
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